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The Application of the Cutis Graft to Various 
Types of Reconstructive Surgery 


JOHN E. CANNADAY, M.D., F.A.CS., F.LCS. 
CHARLESTON, WEST VIRGINIA 


HISTORY 
OON after Loewe’s first published 
report concerning the use of 
cutis, Rehn and Miyauchi,’ also 
Schwartz,’ conducted a series of experi- 
ments in animal surgery with special 
regard to the use of cutis (skin from 
which the thin epidermal layer has been 
removed) as replacement and reenforce- 
ment tissue, especially in regard to de- 
fects and lesions involving tendon, 
fascia and aponeurotic structures in 
general. The results were so encourag- 
ine that they began the use of cutis 
as repair material in their clinical work. 
Carnot and Deflandre,* likewise Bar- 
ker,! Bames,’® Keller,* Davis’ and 
others, have shown the feasibility of 
burying whole thickness skin in the 
tissues with the expectation of an early 
and satisfactory take. 

Rehn indicated that, in addition to 
its many other uses, cutis made suitable 
replacement material for surgically re- 
moved parietal peritoneum. I assume 
that he expected it to be so placed that 
the omentum might rest on guard, so to 
speak, between the cutis and the under- 
lying loops of intestine. 


GENERAL CONSIDERATIONS 

Strips of cutis being used for the sus- 
pension of organs such as the uterus or 
the cervix after fundectomy, must be 
of ample width, securely and perma- 
nently moored in suitable tissues. The 


ends must be well overlapped and well 
anchored by numerous interrupted 
sutures of sufficiently heavy material 
such as cotton thread, stainless steel 
wire or silk. 

Most of our cutis grafts have been 
obtained from the anteroexternal sur- 
face of the thigh where the skin is nor- 
mally heavy; the epidermal layer ocea- 
sionally has been removed with the 
Padgett dermatome but usually with 
the Blair-Brown skin graft knife, after 
which the cutis graft may be removed 
by undercutting with a scalpel or, more 
readily, by the use of a short, sharp- 
pointed pair of curved scissors. Cutting 
the cutis graft by the technic just de- 
scribed gives a graft of maximum 
strength so that the one layer is usually 
all that is necessary. 

After comparing the size of a quadri- 
lateral cutis graft, as it has been out- 
lined before removal, with the shape 
and size of the graft after it has been 
sutured in place on firm tension along 
each of its four borders, it has been 
noted many times by my surgical asso- 
ciates and me that the all-round increase 
in size is usually about 30 per cent. 
However, in case the grafted strip has 
been put on strong longitudinal tension 
and well anchored at each end_ by 
sutures, the lateral spread obviously 
will be less. 

Ogilvie,®’ who wrote the section on 
hernia in Maingot’s Post-Graduate Sur- 
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gery, makes the following interesting 
comment: While fascial suture will solve 
many of the problems that may confront 
the surgeon in the way of repair, it 
must be remembered that fascia lata, 
or any aponeurosis transmitting the 
pull of a muscle, is strong only in the 
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approximated and in most such cases 
they can be overlapped. Rather rarely 
the opening has been of such exceptional 
size that this type of closure has been 
impossible. Usually, in such extreme 
cases, overlying flaps suitable for the 
closure of the gap between the aponeu- 
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Fig. 1. 


direction of that pull. Its longitudinal 
fibers are held together by a very few 
transverse ones, and large patches, 
even when securely anchored all around, 
are quite unfitted to take a strain 
applied equally to all their margins. 


REPAIR OF INCISIONAL HERNIA 


In nearly all cases of incisional hernia, 
the edges of the aponeurotic structures 
surrounding the opening can be at least 


rotic edges can be fashioned from suit- 
able portions of the hernial sac. At 
other times, we narrow the sac or a 
portion of it by a quilting and tucking 
procedure before applying the cutis 
graft, which obviously should be of 
sufficient size so that when placed on 
firm stretch it will well overlap the 
surrounding edges of the aponeurotic 
opening. This closing in of the central 
space helps materially in making a 
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suitable floor on which to place the cutis 


reenforcing graft. 


As Harkins *® has pointed out, limited 
lipectomy occasionally is desirable in 
connection with the repair of abdominal 
The direction of the 
incision and closure has to be varied 


incisional hernias. 
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in order to suit the surface anatomy in 
the individual case. 

One of the greatest values of the cutis 
graft lies in its distinctive merit as re- 
enforcing material to be applied after 
as thorough a repair of a hernia as pos- 
sible has been made by the usual surgical 
methods. 
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SUSPENDING THE CERVIX 

When suspending the uterine cervix 
or fixing it in a high position we observe 
the following essential details: The strip 
of cutis is cut at least 1 inch (2.5 em.) 


wide (this will narrow considerably 
when placed on firm longitudinal 
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stretch). This strip usually is carried 
around the cervix slightly below its 
junction with the body of the uterus. 
The strip, at times, may be passed 
through the cervical tissues but should 
not enter the cervical canal. The strip 
is supported from above by passing it 
through a tunnel made underneath the 
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layer of tough, fibrous tissue overlying 


the tuberculum pubis on one or both 
sides. The ends are held taut and over- 
lapping. While in this position they 
are anchored to each other by multiple 
interrupted sutures of heavy cotton 
thread or other suitable suture material 
of a permanent nature. 


STAGE LIGATION OF LARGE ARTERIES 


When undertaking the stage ligation 
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indirect inguinal hernia; 1 of diastasis 
of the buccinator muscle (glass blower’s 
hernia); 2 of marked bulging of the 
lower abdominal aponeurosis; 1. of 
herniation of the gastrocnemius muscle; 
34 of prolapse of the uterus in which 
the cervix was suspended by a cutis 
strip (2 of these were secondary opera- 
tions for recurrence); 1 of urinary in- 
continence in which the urethra was 
suspended (modified Goebell-Stoeckel- 
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of large arteries (for instance, the com- 
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mon carotid), it is important that the 
strip be of ample width. The strip, usu- 
ally 4% inch (1.2 em.) wide, is carried 
twice around the vessel; it is held taut 
at the right deeree of tension while the 
two sides are anchored firmly to each 
other by means of multiple U sutures 
of heavy cotton thread. 

The 138 eases in which cutis has been 
used by my surgical associates and me 
at the Charleston General Hospital can 
be classified as follows: 6 cases of 
epigastric hernia; 29 of abdominal 
incisional hernia (one of these was a 


secondary operation for recurrence) ; 


2 of umbilical hernia; 28 of direct or 


wobbling knee; 2 of ruptured crucial 
ligaments of the knee; 3 of fracture of 
the patella; 1 of clawhand in which the 
third and- fourth metacarpal bones were 
approximated; 1 of fracture of the ulna; 
1 of ankylosis of the jaw; 8 of sterno- 
¢clavicular dislocation; 1 of luxation of 
the acromial end of the clavicle; 1 of 
contour defect over a depressed area 
in the frontal bone; 1 of chronic dis- 
charging sinus of the foot in which cutis 
was implanted after sequestrectomy. 
Cutis has been used in 2 eases for stage 
ligation of the common earotid artery; 
in 1 ease for partial occlusion of the 
femoral artery for the control of pop- 
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BE. 
liteal aneurysm; in 3 eases for the re- 
placement of torn dura; as a_ bridge 
for support of the bowel in 4 sigmoid 
colostomy operations; in 1 case for the 
cure of loss of bowel control. 


c 
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ANALYSIS OF RESULTS 

In the series of 87 in which 
cutis graft repair was made by me per- 
sonally, there have been four wound in- 


ases 
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NNADAY 
which developed, healed promptly after 
removal of the clot. There has been one 
death, probably due to anesthesia. This 
patient, to all appearances a good sur- 
gical risk, died while under ether anes- 
thesia at the close of a brief operation 
for the cutis graft fixation of a coraco- 
elavicular dislocation (no autopsy). 


There was no loss of the graft in any 
case, 
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fections of a minor nature and three Of the 51 patients who have under- 


‘ases in which a small area of cellulitis 
developed near the operative incision 
(in these three cases the patients re- 
sponded to penicillin therapy). Moderate 
serous drainage was present in three 
cases. Protection of the involved areas 
with screen wire shields promoted 
prompt healing in two of these; the 
wound in the third case continued to 
drain for several weeks, but did not sup- 
purate. In another 1 hematoma 


‘ 
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ase 
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gone cutis graft repair by my col- 
leagues, there have been two deaths. 
One occurred in the case of an obese 
woman suffering from a large, strangu- 
lated, umbilical hernia, who was brought 
to the hospital at night as an emergency 
case. After release of the strangulated 
bowel, on finding it viable, a cutis graft 
repair was undertaken. At the end of 
the operation, which took a considerable 
length of time, the patient, in poor gen- 
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eral condition to begin with, died, 
apparently from exhaustion and shock. 
No autopsy was obtainable in this case. 
The other death was due to pneumonia 
incidental to an operation for cutis 
graft suspension of the cervix; autopsy 
in this case showed an acute miliary 
flare-up resulting from an old healed 
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Of the nine cases of wobbling knee 
repaired by a cutis ligature, the results 
have been generally good. Of three pa- 
tients recently heard from, the result 
has been excellent in one; in another 
the result has been good; the third case 
required a second operation in which a 
slight wound infection developed. This 





tuberculosis of which no history had 
been given. There have been two severe 
wound infections among the cases in 
this group. In one of these (a double 
thickness graft being used) a graft was 
lost. There has not been a recurrence 
of hernia in either case. So far, with 
two exceptions, we have been unable 
to learn of the recurrence of hernia in 
any case in which cutis graft repair has 
been made 





patient now has about 75 per cent func- 
tion. In each of the two cases of recon- 
struction of the crucial ligaments, the 
result has been satisfactory. 

In the case in which cutis was used 
for the repair of total ankylosis of the 
jaw, the patient’s mother reported Sep- 
tember 3, 1945, that the child has had 
no difficulty in chewing her food or in 
making a wide bite since her discharge 
from the hospital in July 1948. 
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REPORT OF CASES 


Case 1.—K. G., a colored female, age 49, 
was admitted to the Charleston General Hos- 
pital, July 31, 1945, for the repair of a large, 
lower abdominal multiple incisional hernia. 
The patient weighed 216 pounds. Her blood 
pressure was 122 systolic and 80 diastolic. 

At operation, August 6, 1945, under spinal 
(pontocaine 17 mg.) anesthesia, the large 
hernial sae was found to contain loops of 
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openings were closed with interrupted no. 15 
cotton thread sutures. A cutis graft 8 by 144 
inches (19 by 3 em.), which had been taken 
from the anteroexternal surface of the pa- 
tient’s right thigh, was applied over the 
sutured areas in the abdominal wall. The 
incision in the soft parts of the tissues, which 
had been made vertically, was closed trans- 
versely. The dog ear deformity resulting 
from the folding of the skin at the angles 
was partially excised on either side. To date 





Fig. 


adherent bowel and omentum. 
in the abdomen was large enough to admit 
the hand. Besides the main opening there 
were two smaller openings in the abdominal 
wall, one directly below the main opening, 
the other in the right inguinal region. The 
contents (intestine and omentum) of these 
small hernias were not adherent. The sac 
of the large hernia was sufficiently mobilized 
to make it possible to return it, together with 
its bowel contents, to the abdominal cavity. 
In spite of the fact that there were a few 
bowel adhesions present in this hernial sac, 
it was felt that this would be a safe pro- 
cedure inasmuch as the patient had had no 
symptoms of strangulation or obstruction at 
any time. After reducing the hernias all the 


The opening 
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6. 


there has been no sign of recurrence of the 
hernias in this case. 


Case 2.—M. E. H., a colored female, age 
not noted, was admitted to the Charleston 
General Hospital, August 5, 1945, complain- 
ing of a large umbilical hernia of ten years’ 
duration. Her weight was 300 pounds. Her 
blood pressure was 138 systolic and 84 dias- 
tolic. At operation, August 9, 1945, the 
hernial sac, which was found to be about 
the size of two closed adult male fists (glove 
size 8) led to a point immediately above the 
umbilicus. The hernial ring was 134 inches 
(3.7 em.) in diameter. Two transverse cres- 
centiec incisions were made. After enlarging 
the hernial openings on both sides sufficiently 
to permit return of the contents (transverse 
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colon) to the abdominal cavity, a portion of 
the sac wall was outlined and used to suture 
across the opening in the anterior wall. <A 
cutis graft was taken from the anteroexternal 
surface of the right thigh. <A circular piece 
of this graft was used to close the opening 
in the anterior abdominal wall. This was fixed 
with no. 15 interrupted cotton sutures. The 
remainder of the graft was placed over this 
and extended farther out over the aponeurotic 
surface which encircled the opening. This 
layer was sutured into position with no. 30 
interrupted cotton sutures. The patient’s 
operative incisions healed in a satisfactory 
manner and the operative result was deemed 
good at the time of her discharge from the 
hospital. She returned recently for a check-up 
and was found to be in sound physical con- 
dition, no sign of recurrence of the hernia 
being apparent. 


Case 3.—l. C., a white female, age 50, was 
first admitted to the Charleston General Hos- 
pital, September 25, 1945, with a cystocele 
and rectocele, grade 2, and prolapse of the 
uterus, grade 1. The patient was very obese. 
The blood pressure was 200 systolic and 105 
diastolic. The cystocele and rectocele were 
repaired, the patient to return in two weeks 
for suspension of the uterus with a cutis 
eraft. 

During subsequent operation, the cervix 
was drawn well up behind the pubis and fixed 
in place by means of a strip of eutis taken 
from the anteroexternal surface of the pa- 
tient’s right thigh. The strip of cutis, when 
put on stretch, was approximately 1% inch 
(1.2 em.) wide. The strip was carried through 
the aponeurotic structures of the pubis and 
then around the cervix. The aponeurotic 
structures were closed with no. 30 interrupted 
cotton sutures. Four small fibrotie nodules in 
the body of the uterus were enucleated. This 
patient left the hospital in good condition. 
Reeent examination of the patient shows that 
the operative result is very good. 


Case 4.—O. A., a white male, age 38, was 
admitted to the Charleston General Hospital, 
December 19, 1945, for the repair of a large 
incisional hernia which had followed a para- 
umbilical abdominal incision. 
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At operation, December 22, 1945, by Dr. 
Earl M. Peck and myself, it was found that 
the hernial opening extended from the lower 
border of the ribs on the right side downward 
approximately 414 inches (9 em.). The enor- 
mous sae contained a considerable amount of 
adherent omentum; about 4 inches (8 em.) in 
length of a small bowel was adherent to the 
omentum. The adherent omentum was freed 
from its connection with the bowel, also its 
attachments to the lining of the hernial sac. 
The hernial sac was plicated with interrupted 
cotton thread sutures in such a manner as to 
eliminate the excess peritoneum in that area. 
After the opening in the aponeurosis had been 
reduced in size as much as possible by sutur- 
ing, there remained an opening 214 by 3 
inches (5 by 6 em.). <A eutis graft, after 
being sutured firmly into position on stretch 
with double no. 40 cotton thread sutures, cov- 
ered an area of approximately 634 inches by 
414 inches (13.5 by 9 em.). The epidermis, 
which had been removed from the graft, was 
reapplied over the donor area and held in 
place with a pressure dressing. When last 
examined, sometime during the first week of 
March 1946, this patient was in good condi- 
tion, his wound well healed, with but a mild 
pressure tenderness at the lower end. 


Case 5.—G. H., a white male, age 41, was 
admitted to the Charleston General Hospital, 
February 13, 1945, on the orthopedic service 
for repair of instability of the right knee due 
to a tear of the cruciate and_ collateral 
ligaments. 

At operation, February 15, 1945, by Dr. 
George Miyakawa, two cutis grafts were used 
to reenforee the medial collateral ligament. 
This operation having failed to give satisfac- 
tory results, a second attempt at cutis graft 
repair was made September 13, 1945. At the 
time of the last follow-up on this patient, 
February 11, 1946, there was still some lateral 
instability. The knee showed motion of 180 
to 90 degrees. The patient, who wears a 
brace, has been able to return to light work. 


SUMMARY 


In the total number of 138 cutis graft 
operations, there have been three 
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deaths: one due to anesthesia, one to 
postoperative pneumonia and one to 
shock and exhaustion after an unusually 
long operation. This last case was one 
of strangulated abdominal incisional 
hernia, which possibly could have been 
handled satisfactorily by stage opera- 
tion. There were two rather serious in- 
fections, one of which caused the loss 
of a graft. Results in six of the nine 
wobbling knee cases have been reported 
as good. One case is still under observa- 
tion; one we were unable to follow up. 
In another case the first attempt at cutis 
eraft repair was unsuccessful. The re- 
sults from subsequent operative treat- 
ment in this case have been gratifying 
and this patient now has about 75 per 
cent function. The results in the two 
‘vases of reconstruction of the crucial 
ligaments of the knee were good. In a 
case of total ankylosis of the jaw the 
result was excellent. 


CONCLUSIONS 


An operative mortality of 2.17 per 
cent is shown in a study of our cutis 
eraft cases; a recurrence rate of hernia 
of 3.2 per cent. 

The cutis graft’s greatest value prob- 
ably lies in its application as reenforce- 
ment material for the repair of inci- 
sional hernia. Next in order probably 
would be its use for the relief of uterine 
prolapse. When used for reenforcement 
and replacement purposes in the repair 
of ruptured ligaments of the knee, for 
the reconstruction of joints and for the 
stage ligation of large arteries, its defi- 
nite usefulness has been demonstrated. 
For stage or permanent ligation of the 
aorta, also for the reenforcement of 
certain types of aneurysm, it is believed 
that cutis will be found to be useful 
material. 
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CONCLUSIONS 

La mortalité opératoire dans les cas 
de greffes pratiques par l’auteur est 
2.17 pour cent. La récidive des hernie 
est de 3.2 pour cent. La greffe cutanée 
fortifie la plaie dans les cas de hernies 
incisionales. On peut ausse l’employer 
dans les cas de prolapsus utérin. Son 
utilité pour renforcer et remplacer dans 
les cas de ruptures des ligaments du 
genou dans la reconstruction de articu- 
lations et dans la ligatures des grandes 
artéres est amplement démontrée. Pour 
la ligature temporaire ou permanente 
de l’aorte aussi pour le renforcement 
dans certaines varietés d’anévrismes il 
est probable que la peau sera d’une 
grande utilité. 


CONCLUSIONES 


Kn un estudio de nuestros casos de 
injerto se puede comprobar una mor- 
talidad operativa de un 2.17 por ciento; 
en los casos de hernia, un 3.2 por ciento. 

Kl mayor valor del injerto del cutis 
estriba en su aplicacién como refuerzo 
material para la reparacién de la hernia 
incisional. Kl siguiente en dicho orden 
es, seguramente, su uso para aliviar la 
‘aida del titero. Ha sido demostrada su 
utilidad cuando se ha usado para re- 
forzar 0 reemplazar en la reparacién o 
ruptura de ligamentos de la rodilla, para 
la reconstruecién de las articulaciones y 
para la ligacién de las grandes arterias. 
Se cree que la piel—el cutis—es material 
util para la ligacién permanente o pro- 
visional de la aorta y también para re- 
forzar ciertos tipos de aneurisma. 
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N the category of splenic surgery 
there are two types of enlargement 
of this organ which require splenec- 

tomy. In the first‘group we may include 
the tumors constituted by new growths 
in the spleen. In the second group we 
may consider the enlargement of the 
spleen known as splenomegaly, due to 
rarious disturbances of nutrition and 
changes in the blood. 

Tumors of the spleen are not fre- 
quently encountered. Experience with 
new growths in the spleen demonstrates 
the fact that the most frequent primary 
tumor found there is sarcoma. As a 
matter of fact, O. Escarius states that 
sarcoma is the only primary and malig- 
nant tumor of the spleen and is a rather 
rare occurrence. He quotes Krum- 
bhaar, who has stated that it occurred 
only four times in nine hundred and 
thirty malignant tumors of the spleen. 
Four types of sarcoma affect the spleen, 
the small round cell sarcoma originating 
in the lymphoid follicles, the large round 
cell sarcoma, the origin of which is un- 
certain, the spindle cell sarcoma which 
arises in the capsule and the endothelial 
sarcoma, sometimes called sarcomatous 
angioma, arising in the blood vessels 
of the pulp, the sinus endothelium and 
the perivascular adventitia. There are 
many other types of new growths that 
affect the spleen, the most frequent be- 
ing hemangioma, congenital hamartoma, 


* Read at the meeting of the International College 
of Surgeons at Lima, Peru, March 24, 1946 to 
March 27, 1946, inclusive. 

t Services of the Jewish Hospital and the Mount 
Sinai Hospital. 
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Fig. 1—Gaucher’s disease in a child six years and 
seven months of age. The liver extended to the 
pubie region. (Dr. Henry H. Perlman’s ease.) 


non-parasitie eysts and lymphomas. 
These are all tumors primary in char- 
acter. Spleens affected in this manner 
may attain enormous size. The symp- 
toms are those of pressure as a result 
of the large growth and the changes in 
the blood due to the character of the 
growth. 
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Secondary growths of the spleen are 
infrequent. Metastasis to the spleen is 
uncommon. A new growth in the spleen 
due to contiguity is not infrequent. In 





Fig. 2—Spleen removed from patient illustrated in 
fig. 1. (Dr. Henry H. Perlman’s case.) 


‘cancer of the cardiac end of the stomach, 
a growth in contiguity in the spleen is 
almost always encountered. On account 
of the comparatively small number of 
primary new growths found in the 
spleen, there is probably some inherent 
substance in this organ that prevents 
new tumor formation. 

By far, the greater number of enlarge- 
ments of the spleen are due to condi- 
tions in which there is a disturbance 
of the reticulo-endothelial system. The 
most important of those in which a 
splenomegaly is the result are hemolytic 
jaundice, thrombocytopenia purpura, 
Banti’s disease and Gaucher’s disease 
(figs. 1 and 2—Dr. Henry H. Perlman’s 
case). 

HEMOLYTIC JAUNDICE 

Hemolytic jaundice may be acquired 
or it may be a familial disease; whether 
acquired or inherited, the symptoms are 
the same (fig. 3). It is characterized 
by episodes of fever, and at times, chills, 
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and in the physical findings of the blood, 
destroyed hemoglobin and red cells are 
encountered. A patient may be in com- 
parative comfort for weeks and months 
before another episode occurs. After 
every attack there is also an added defi- 
ciency in the blood. The hemoglobin, 
for instance, may reach a level of ten 
to twenty, and the red blood cells may 
go below two million. This is exempli- 
fied in the following case. 


CASE REPORT 
The patient, A. I'., female, age twenty-five, 


was admitted to the Jewish Hospital on 
January 15, 1946. This case was referred 


y 









Fig. 3—Note the characteristic color of the spleen 
found in hemolytic jaundice. 


by Albert B. Katz, M.D. The chief com- 
plaint was jaundice and epigastric pain. For 
the past fifteen years she has had ,recurrent 
attacks of jaundice and pain, with intensifi- 
cation of these symptoms in the past two 
years. Recently she has had chills, fever and 
vomiting. Urine was dark colored. The 
stools were not acholic. Physical examina- 
tion revealed a fairly well nourished indi- 
vidual with slightly jaundiced conjunctiva. 
In addition to the jaundice she was pale 
and the mucous membranes and _ fingertips 
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were blanched. The spleen was enlarged as 
indicated by percussion but was not palpable. 

While the patient seemed normal in an- 
swering questions, there was a certain amount 
of hesitation and difficulty in recalling her 
past history. There were signs of low blood 
pressure, probably due to anemia. 

Physical examination of the chest revealed 
dullness at the bases of both lungs. There 
was some bronchial breathing and increased 
whispering voice throughout the entire lower 
area of the chest. Aspiration of the right 
chest produced about sixteen or eighteen 
ounces of straw colored fluid. On the left 
side only a few ¢.c’s were obtained. 

During the period of preparation before 
operation, the patient received 500 ¢.c.’s of 
blood every other day for nearly a month. 


Laboratory Reports: January 16, 1946— 
Hbg. (Gms.) 2.8, R.B.C. 1,510,000, W.B.C. 
8,400, P.M.N. 58, Monocytes 5, Lymphocytes 
36, Eosinophiles 1, Platelets 135,900, Filam. 
Neutr. 90%, Non-fil. Neutr. 10%, oce. macro- 
cytes and some microcytes. February 1, 1946 
—Hbg. (Gms.) 12, R.B.C. 4,250,000, W.B.C. 
7,400, P.M.N. 70, Monocytes 2, Lymphocytes 
28, Filam. Neutr. 95%, Non-fil. Neutr. 5%, 
Platelets 304,410, a few microcytes, a few 
macrocytes and slight achromia. Fragility 
test February 11, 1946—Beginning Hemol. 
0.55, Complete Hem. 0.30. 


Diagnosis: Hemolytic jaundice. 


The following is a description of oper- 
ation performed on February 5, 1946: 


Description of Operation: 

Under intratracheal ether and gas anes- 
thesia supplemented by nitrous and 
oxygen anesthesia, with the patient in the 
dorsorecumbent position, a left upper rectus 
incision was made. The peritoneum was 
opened and the spleen was found to be con- 
siderably enlarged and very high up beneath 
the diaphragm. It was bound down by adhe- 
sions. The adhesions were released and the 
spleen brought into view. The splenic artery 
and vein were clamped and cut as were the 
accessory blood vessels. All bleeding was con- 
trolled and the spleen was removed. No 
accessory spleens were found. The gall- 
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bladder contained numerous fine  stones.* 
Nothing was done to these. The peritoneum 
was closed with double #2 chromic catgut, 
the muscle and fascia in layers, and the skin 
with clips and dermal retention sutures. 


Operation: Splenectomy. 


The following is a description of the 
Pathologic Report dated February 21, 
1946: 


Pathological Diagnosis : 
Splenomegaly; findings characteristic of 


hemolytic jaundice. 


Macroscopic Description : 

18x 10.5 cm. A deep 
furrow across the diaphragmatic surtace 
measures 9 em, in length. Another similar 
furrow 31% em. in length lies parallel to it. 
Part of the furrow looks like a depressed 
infarct. The capsule is slate colored and 
very slightly roughened by small fibrous tags. 
Two other furrows are found near the upper 
On section, the surface is very dark 
red, firm and uniform. The malpighian 
bodies are not visible. Beneath the furrows 
the tissue shows linear scarring. 


Spleen measures 


pole. 


Microscopic Description : 

The spleen shows a somewhat uniform tex- 
ture with small malpighian bodies scattered 
rather widely through it. The germinal cen- 
ters are somewhat hyperactive. Occasional 
mitoses are seen and also cell debris. The 
centers are surrounded by a rather compact 
The pulp is crammed 
considerable 


zone of lymphocytes. 
with red cells. There is a 
amount of golden brown pigment throughout 
the spleen. 


Comment: Wemolytic jaundice of the 
acquired type occurred in a young married 
woman. Upon admission to the hospital, the 
hemoglobin and red blood count were so low 
that it was necessary to place her in an 
oxygen tent. Her recollection of admission 
to the hospital and her surroundings was 
not clear until after she had received several 
blood transfusions. After the removal of the 


* Gallbladder was removed April 25, 1946. A nor- 


mal convalescence followed, 
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spleen, the blood picture improved consist- 

ently with the aid of blood transfusions. 


In many of these cases of hemolytic 
jaundice, cholelithiasis accompanies the 
condition. A cholecystectomy is not per- 
formed until the patient has fully recov- 
ered from the splenectomy. 

A few months ago another patient 
was admitted with a long line of familial 
hemolytic jaundice. The history of this 
case is as follows: 


CASE REPORT 


The patient, C. H. P. (Fig. 4), male, age 
forty-five, was admitted on February 4, 1945 
to the Jewish Hospital. This was case re- 
ferred by Hans A. Abraham, M.D. The chief 
complaint on admission was pain in the 
abdomen and weakness. The patient has had 
a known hemolytic jaundice since 
fourteen years of age. This was accompanied 
by enlarged spleen, weakness, chills and fever. 
Two of his children have each had a splen- 
ectomy for the same condition, but the 
familial tendency in this disease goes back 
much further, as noted in Figure 4 where 
three generations are tabulated. 


case of 


Laboratory Report: February 5, 1945— 
Blood—Hb. 11.0 gm., R.B.C. 4,230,000, W. B. 
C. 4,950, Seg. 74, Ly. 26, Platelets 234,020. 
Fragility test—Began .25% NaCl., Completed 
45% NaCl. 


Diagnosis: Hemolytic jaundice. 


The following is a description of the 
operation performed on February 8 
° ’ 

1945: 


Description of Operation : 

The patient was placed under fractional 
spinal anesthesia and in the Trendelenberg 
position. A left upper rectus incision was 
made. The peritoneum was opened and a 
large spleen, about ten inches in length and 
three inches in thickness, was found. The 
splenic artery and vein were cut and doubly 
ligated. Accessory spleens were also removed. 
Numerous adhesions were released. There 


MOSES BEHREND 


667 


J. INTERNAT, 
COLL, SURG. 


was very little bleeding. The gallbladder 
contained no stones. The pancreas was soft. 
The right testicle was not in the abdomen. 
The peritoneum was closed with double #2 
chromic catgut, the muscle and fascia in 
layers and the skin with clips and dermal 
retention suture. 


Operation: Splenectomy. 


The following is a description of the 
Pathological Report dated February 8, 
1945: 






GRANDMOTHER 


SISTER 


CF CP Pee 


= DISTURBANCE OF LIVER WITH SAME SYMPTONS 
AS PATIENT 


O= NO DISTURBANCE OF LIVER AND NC SYMPTOMS 





Fig. 4—The diagram illustrates the familial type of 
hemolytic jaundice. 


Macroscopy : 

Specimen consists of a spleen which is con- 
siderably enlarged. It measures 20 x 16x 6 
ems., and weighs approximately 900 gems. 
The capsule is thin and normal in appear- 
ance. The tissue is very dark and has a uni- 
form appearance. The pulp is very firm so 
that only blood is expressed on pressure. 


Microscopy : 

Section of spleen shows a very marked 
hyperemia—particularly an arteriolarhyper- 
emia. The spleen is replaced largely by red 
blood cells. Many of these are fragmented. 
A great many disintegrated red blood cells 
are observed. There is considerable blood 
pigment within the splenic polyp. A small 
number of lymphocytes are present. The 
lymph follicles have been replaced by red 
blood cells. A small number of normoblasts 
are observed. There is a thickening of the 
splenic capsule. 
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Conclusion: The appearence of the spleen 
is indicative of familial hemolytic jaundice. 


Comment: In this particular family there 
is a history extending back three generations, 
and perhaps further; it seems as though there 
were a progression of this disease in this 
family. A few months after the patient was 
operated on, his daughter was also operated 
upon for hemolytic jaundice in another 
hospital. 


A patient with hemolytic jaundice, 
previously reported operated upon in 
1929, apparently had an acquired type 
of this disease. However, after mar- 
riage, she gave birth to a son who was 
operated upon for hemolytic jaundice 
when he was two years old. 

The results were curative in all cases 
operated upon for hemolytic jaundice. 
There were no deaths. 


THROMBOCYTOPENIA PURPURA 


This condition is characterized by 
ecchymosis of the skin and hemorrhages 
from the mucous membranes and other 
parts of the body. The most character- 
istic blood picture in this disease is the 
reduction of the blood platelets. These 
may become so low as to be completely 
blotted out of the blood picture. In 
other words, no blood platelets (which 
are responsible for the hemorrhages) 
may be found in the blood. The hemo- 
globin and red blood corpuscles also 
suffer diminution in the quality of the 
pigment and in the number of red cells. 
A report of the case follows: 


CASE REPORT 


The patient, V. F., male, age fifty-three, 
was admitted to the Mount Sinai Hospital 
on January 28, 1946. This case was referred 
by A. TI. Rubenstone, M.D. The chief com- 
plaint on admission was bleeding from the 
mouth. Several days before admission he 
bled from the mouth. Measures to stop bleed- 
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ing failed. He vomited blood later. <A 
physical examination revealed the following: 
some cyanosis, no dyspnea, anklet pretibial 
edema, ecchymoses on both arms. The patient 
had had four previous admissions since 1937. 
The former diagnoses were thrombocytopenia 
140 
Blood pressure —-. The main 
80 
symptoms were weakness, weight loss, nose 
bleeding, bleeding from the mouth, dyspnea, 
malaise and low grade fever. This patient 
was admitted to the Surgical Service on 
March 1, 1946. 


purpura. 


Laboratory Reports: January 29, 1946— 
Urine—Color, red; Reaction, acid; Sp. Gr. 
1.012; Protein, Mkt. coag.; R.B.C., blood. 
Blood—January 28, 1946—Hemoglobin, 5.5 
Gms. 38%; R.B.C. 1,620,000; W.B.C. 6,100; 
Polys., Seg. 76, Non-Seg. 1; Mono. (‘Trans.) 
23; Platelets 130,000; Coag. Time 5”; Bleed. 
Time 10”+,; Miscellaneous, Retic. 2.1%, 
no elot retraction; Description of smear— 
achromia, amacrocytosis and poikilocytosis— 
marked, many macrocytes and_ occasional 
microcytes. February 22, 1946—Blood plate- 
lets 30,000. January 31, 1946—Prothrombin 
45%, urea 19.0, urea clearance 74%, Hip- 
purie acid—0.6 gems. benzoic acid, serum 
P= 2, total protein = 60%, Total choles. 
182, ester 117, percentage 64. February 26, 
1946—Prothrombin 100%. 


The following is a description of the 
operation performed on March 1, 1946: 


Under oral endotracheal anesthesia, nitrous 
oxide gas and ether were administered. <A 
left upper rectus incision was made. The 
spleen was enlarged (fig. 5). The vessels 
were clamped and ligated. There were no 
accessory spleens. Postoperative—Ten min- 
utes after operation the blood platelets rose 
from 30,000 to 70,000. The following morn- 
ing these were 110,000. On Mareh 8, 1946 
the blood platelets rose to 210,000. 


Comment: The patient, a man fifty-three 
vears of age, had had several admissions in 
the past to the hospital for thrombocytopenia 
purpura. He refused operation several times, 
which accounts for the poor condition in 
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which we found him prior to the operation 
of splenectomy. After operation the result 
was dramatic, from a platelet count of thirty 
thousand, the count rose to seventy thousand, 
ten minutes after operation. The morning 
following operation the platelet count was 
one hundred and twenty thousand. On 
March 8, 1946, the count was two hundred 
and ten thousand. A remarkable change in 
disposition, color and general physical tone 


of the patient has been observed since 
operation. 
BANTI’S DISEASE 
Banti’s disease follows a condition 


known as splenic anemia. The disease 





of a 
found in thrombocytopenic purpura. 


Fig. 5—The characteristic appearance spleen 


is an insidious one and may last many 
years. The symptom that may appear 
first is hematemesis, followed by weak- 
ness and malaise. <A_ large spleen 
affects the condition (fig. 6). The blood 
picture is unchanged until in the later 
course of the disease a _ secondary 
anemia ensues. The ultimate effect of 
Banti’s disease is a cirrhotic liver and 


ascites. Operation should be reserved 
for the early cases and not those that 
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have developed a cirrhotic liver and 


One must be selective in these 
The liver functional tests which 


ascites. 
‘ases. 


are used at the present time are of 
considerable help in the selection of 
‘ases suitable for operation. 


Curiously 





Fig. 6—A pale spleen found consistently in Banti’s 
disease. 


enough, however, some of these ad- 
vanced cases recover. It seems there- 
fore that unless the condition is too far 
advanced, an opportunity to regain his 
former health should be given by means 
of operation. Not quite as many cases 
of Banti’s disease come to operation as 
formerly, for the reason that it is now 
under consideration as a purely medical 
condition. 


ACCESSORY SPLEENS 


It has been a well-known fact for 
many years that accessory spleens found 
at operation in cases of splenomegaly 
should always be removed. If accessory 
spleens are not removed, the original 
symptoms for which the patient was 
operated upon will remain or recur. In 
our clinic it has always been the prac- 
tice to remove spleens wherever found. 
Blood dyscrasia, such as_ pernicious 
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anemia, myelogenous leukemia and some 
‘tases of Gaucher’s disease are not con- 
sidered cases for surgical interference. 
There may be exceptions however to 
this rule, when the spleen becomes so 
large as to interfere with breathing and 
even locomotion. A case of this char- 
acter was reported in a previous paper. 


TRANSTHORACIC APPROACH 


Until the technic of thoracic opera- 
tions was placed on a_ scientific and 
physiological basis, all splenectomies 
were performed by the abdominal route. 
Those familiar with the technic of trans- 
thoracic operations find more convenient 
and easier of accomplishment the re- 
moval of the spleen by means of this 
approach. The spleen may be removed 
by this route for diseases other than 
those which accompany the various con- 
ditions mentioned above. For instance, 
when the spleen is affected by contiguity 
as a result of conditions affecting the 
stomach and intestinal tract, the trans- 
thoracic approach for its removal is 
expedited by this route. Upon the con- 
dition for which the spleen is operated, 
will also depend the size and character 
of the incision through the thoracic 
‘avity. It is usually however, a para- 
vertebral incision which extends from 
the third or fourth rib down to the 
ninth. The ribs are incised at the trans- 
verse process. The seventh and eighth 
ribs may be removed. Although we have 
not found it necessary to do this, more 
room will be gained by the removal of 
the rib. 

CONCLUSIONS 


New growths affect the spleen infre- 
quently, the most common being sar- 
ecomas. Hemolytic jaundice may be an 
acquired or a familial disease. The 
result of splenectomy in these patients 
is curative. The operation for the relief 
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of hemolytic jaundice may be performed 
at practically any age. The symptoms 
of thrombocytopenia purpura are usu- 
ally relieved by splenectomy. It is 
essential that all accessory spleens be 
removed to prevent recurrence of symp- 
toms. The first symptom of Banti’s 
disease, also known as splenic anemia, 
may be hematemesis. These patients 
should be operated upon early to pre- 
vent cirrhosis of the liver followed 
by ascites. The transthoracic approach 
to removal of the spleen should be 
considered. 


CONCLUSIONS 


Les néoplasmes de la rate sont rares; 
les plus fréquents sont des sarcomes. 
La jaunisse hémolytique peut ¢étre 
acquise ou héritée. La splénectomie 
chez ces malades est curative. <A tout 
age la splénectomie est indiquée dans 
les cas de jaunisse hémolytique. Cette 
opération ordinairement soulage les 
symptomes de la thrombocytopénie 
purpura. Pour prévenir la récidive des 
symptomes toutes les rates accessoires 
doivent étre enlévées. L’hématémése 
est le premier symptOme de la malade 
de Banti. L’opération doit étre précoce 
afin d’empécher la cirrhose du foie et 
l’ascite. On peut considérer, pour l’em- 
levement de la rate (la splénectomie) la 
voie thoracique. 


CONCLUSIONES 


Los nuevos crecimientos afectan al 
higado con poea frecuencia y las mas 
comunes se pueden clasificar como sar- 
comas. La ictericia herolitica puede ser 
una enfermedad por contagio o de 
familia. La extirpacién del higado en 
dichos pacientes es una forma de cura- 
cién. La operacion de la ictericia hemo- 
litica por tal sistema puede llevarse a 
efecto en cualquiera edad. Los sintomas 

(Continued on page 711) 
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Retropharyngeal Abscess in Adults 


A Review of the Literature and Report of a Case 
MAX THOREK, M.D., F.LCS. 


AND 


MARK M. SCHAPIRO, M.D., A.I.C.S. 
CHICAGO, ILLINOIS 


KHTROPHARYNGEAL abscess is 
R not especially common, nor is it 
definitely uncommon. French,’ 
in his excellent ‘‘Index of Differential 
Diagnosis,’’ states that the condition is 
almost always confined to infancy; after 
3 to 4 years of age it is definitely rare. 
This is in accord with the findings of 
others. The diagnosis of such an ab- 
scess is not difficult if its possibility is 
kept in mind, but as a rule, the condition 
is rarely thought of in an adult unless 
it is practically ‘‘staring us in the 
face.’’ 

Recently we had the opportunity of 
treating the first case of retropharyn- 
geal abscess in an adult to be seen by 
either of us in the last ten years. In 
order to determine the exact prevalence 
of this condition, in adults, we have 
thoroughly reviewed the recent litera- 
ture. McKenzie* and Cheatle* in 1913, 
mentioned a case of pharyngeal abscess 
of otitic origin with perforation. Eves,‘ 
in 1926, reported the first case of retro- 
pharyngeal abscess not of otitic origin 
that we could find in the literature. 
Numerous detailed studies, as well as 
scattered case reports with bizarre mani- 
festations or complications, have ap- 
peared since then, but up to the last 10 
years very little has been said relative 
to this condition in adults. We were 
unable to find a single reference to 
vagal symptoms as either a complica- 
tion or manifestation of the condition, 
nor were we able to find one, with 
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manifested 
respiratory 


the extensive involvement 
by our patient, without 
difficulty. 


The first actual report of postangial 
sepsis, non-classified, in Knglish litera- 
ture was made by Long?” in 1912. Dur- 
ing the period covered by this study, 
we found reference to 62 cases of retro- 
pharyngeal abscess in adults. Of this 
total of reported cases, 22 were individ- 
ual case reports; the other 40 cases 
represented those seen by six authors 
over periods of time varying from 10 
to 35 years of practice. The ages of 
the patients varied from 17 to 73; most 
cases occurred in males and there were 
12 deaths reported among the cases re- 
viewed. All these cases included ab- 
scesses secondary to upper respiratory 
infections; lues or tuberculosis of the 
spine; or as sequelae to trauma of the 
pharynx, larynx or esophagus. Dis- 
counting these last three etiologic fac- 
tors and considering only those cases 
developing after a ‘‘sore throat,’’ there 
were only 30 cases found actually to be 
due to this etiologic factor alone. This 
is not many when compared to other con- 
ditions, but of sufficient frequency to be 
kept in mind. 


CASE REPORT 


J.A., white male, 55 years of age, extremely 
toxic and moderately emaciated, was seen 
January 11, 1946 at 5:30 P.M., complaining 
of sore throat and difficulty in swallowing. 
His past history, irrelevant and _ non-con- 
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tributory to the present illness, was of a 
mild upper respiratory infection of three 
days duration which had not kept him 
from work. 

The morning of the llth, he noticed a 
moderately severe sore throat, with consid- 
erable irritation, pain on swallowing and 
some restlessness. The distress rapidly pro- 
gressed during the day, became associated 
with pain in the cervical region posteriorly 
and more marked sharp pains over the 
thyroid gland. By mid-afternoon, the neck 
had swollen tremendously and he could barely 
swallow. He attempted to obtain local relief 
with ‘‘home remedies’’ such as aspirin 
gargles, hot packs, ete., and when none was 
obtained, he was seen by one of us (M.M.S.). 
At this time he was unable to take anything 
by mouth, either liquid or solid, any attempt 
being accompanied by severe pains in the 
throat, associated with regurgitation of the 
food through the nose. His voice had as- 
sumed a definite nasal quality. No factor of 
a traumatic nature could be elicited. 

On examination at this time, the tempera- 
ture was 104.2° F., pulse 98, respirations 22, 
and blood pressure 144/92. The patient 
looked anxious, with dry caked lips covered 
with numerous sordes. The tongue was 
thickly coated, fissured and extremely dry. 
The neck was markedly swollen, asymetri- 
cally, on both sides, from the jugular notch 
anteriorly, extending laterally upwards and 
posteriorly to the angle of both jaws. The 
swelling was more marked on the right side. 
There was no fluctuation, the entire mass 
being firm, non-lubulated and somewhat 
tender in spots. The throat was fiery red 
in color, almost purplish over the oro- 
pharynx; the tonsils were enlarged to about 
four times normal, presenting a beefy red 
surface covered with thick yellowish-white 
spots. No ulcers could be found. There was 
a small olive-shaped hard mass just behind 
the right posterior pillar of the fauces (fig. 1). 
The mass was elongated along the cervical 
axis, larger at its upper extremity, and ex- 
tending towards the midline but not quite 
reaching it. Throughout its extent it remained 
lateral to the middle of the oropharyngeal 
region, and seemed to terminate just at the 
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base of the tongue. There was no paralysis 
of the soft palate noted. 

Diagnosis at this time was a septic follicu- 
lar tonsillitis, with peritonsillar abscess and 
acute infectious thyroiditis. Hospitalization 
was advised but refused. In view of the 
high temperature Penicillin was started in- 
tramuscularly in doses of 50,000 units every 
4 hours during the daytime. 

The next day the patient was still unable 
to take any nourishment by mouth and as 
the temperature was still elevated, he con- 
sented to enter the hospital for observation. 
On admission, his temperature was 101.4° F., 
pulse 102, respirations 20, and blood pressure 
150/100. Blood count revealed a moderate 
elevation of the leucocytie elements (19,000) 
with 85 per cent polymorphonuclears and 15 
per cent lymphocytes. Penicillin was con- 
tinued intramuscularly every 3 hours (25,000 
units) with fluids given intravenously twice 
daily. Every second intravenous solution 
contained 60 grains of sulphathiazole. Within 
72 hours the temperature returned to normal, 
the swelling on the left side of the neck 
subsided to some degree and the patient 
stated that he felt much better. He was still 
unable to take any nourishment by mouth, 
although on oceasions, he was able to swallow 
small amounts of liquids without regurgita- 
tion through the nose. Suspecting some ob- 
struction, we attempted to take an X-ray of 
the esophagus, with barium, but this failed 
as none was able to pass into that structure 
(fig. 2). All medication was continued for 
another 72 hours with the swelling on the 
left side of the throat completely subsiding, 
the tonsils returning to an almost normal 
state but without any effect on the mass noted 
behind the right posterior pillar. This re- 
mained about the same size as on admission, 
showed no tenderness nor the development 
of fluctuation. There was absolutely no im- 
provement in the ability to swallow; in fact, 
the dysphagia became more marked. 

On the 17th, as the patient had shown no 
further improvement in his condition nor in 
his ability to swallow, we felt that the diffi- 
culty was the result of an esophagospasm due 
to toxic factors. In view of this, we allowed 
the patient to go home with the advice to 














Fig. 1.—View of patient’s oral cavity on admission to hospital. Note marked 
dehydration of tongue and olive-shaped mass behind posterior pillar of right fauces. 
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use belladonna (gtts. 5 t.i.d.) as an anti- 
spasmodic, to continue the hot fomentations, 
and to attempt to take nourishment in spoon- 
ful amounts only. For 3 days the patient 
was able to partake of small amounts of fluid. 

On the 20th, he was suddenly seized by 
is “aif my 


€ 
e 


‘ 


c 


a peculiar sensation in the chest 
heart had stood still,’’ he became giddy and 


9 


“ 


.—Roentgenogram taken 48 hours after onset 
Note total failure of barium to pass into 


Fig. 
of illness. 
esophagus, The shadows of the bony structures appear 
normal; there is no widening of the visceral space. 


rapidly lost consciousness. When seen by 
one of us (M.M.S.), he was in moderate shock, 
with an imperceptible pulse, apical heart 
rate of 32, and a blood pressure of 72/34. 
The temperature was 97.2° F. and no respira- 
tory distress could be determined. Toxicity 
was again prominent with moderate dehydra- 
tion. He was immediately hospitalized, but 


had regained consciousness by the time he 
was placed in bed. 

In spite of the normal temperature, peni- 
cillin was again started. 


He was given 2,000 
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Note 


Fig. 3.—Patient 10 days after onset of illness, 
marked swelling in right cervical triangle, emaciation 
and dehydration. 


ce. of 5 per cent glucose intravenously on 
admission with 500 amminoid solution 
added, as well as metrazol and coramine as 
The in the right 
cervical trianele was still unchanged (fig. 3) 
and the throat showed only a mild degree of 
Indirect laryngoscopy at this 


C.C. 


cardiotonics. swelling 


inflammation. 
time revealed a sausage-shaped, deep red, 
firm swelling of about a thumb’s thickness, 
extending from the right lateral pharyngeal 
wa!l from the region of the lower tonsillar 
po'e downwards obliquely almost to the mid- 
line of the posterior pharynx into the hypo- 
The larynx was viewed when the 
There was mod- 


pha’ ynx. 
tongue was pulled forward. 
erate edema of the arytenoids which appeared 
pale in contrast to the deep red swelling of 
the pharyngeal wall. The glottis was other- 
wise normal in Impression of 
the otolaryngologist was hypopharyngeal 
abscess, confirmed by radiologic examination 
(fig. 4), which revealed a huge retropharyn- 
geal abscess extending from the level of the 


appearance, 
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third cervical vertebra to the sternal notch, 
with slight anterior displacement of the 
trachea. 

Blood count at this time was 33,600 leuco- 
cytes with 88 per cent polymorphonuclears 
and 12 per cent lymphocytes. There was a 
trace of albumin in the urine and an ocea- 
sional red blood cell. In view of these find- 
ings, the sulphathiazole was discontinued. 

On the 22nd, under local anesthesia, the 
patient was subjected to his first surgical 
procedure, consisting of incision of the upper 
pole of the abscess through the mouth. One 
hundred ¢.c. of a thick, greenish-gray foul 
smelling pus was aspirated, followed by the 
instillation of 50 ¢.c¢. of a penicillin solution 
into the abscess cavity. The patient was 
returned to bed, with head lowered to permit 
drainage, and hot packs and fomentations 
were started. As no improvement was noted 
during the next 24 hours, and as his toxicity 
seemed to be increasing, manifested by a 
‘rapidly falling pulse rate and blood pressure, 
it was felt that more radical surgical inter- 
ference was necessary. 

Under direct laryngoscopy, a soft rubber 
tracheal tube was introduced and ecyeclop:o- 
pane anesthesia given under positive pres- 
sure. An incision was made at the posterior 
border of the right carotid triangle beginning 
at the styloid process, exposing the posterior 
margin of the sternocleidomastoid muscle, 
and extending well towards the supraclavicu- 
lar fossa. The exposed muscle was gently 
retracted mesially, exposing a markedly di- 
lated, thin walled external jugular vein, 
enlarged to the thickness of a thumb. Due 
to its dilatation and its thinness, it was felt 
wiser to ligate and divide it, rather than to 
chance its spontaneous rupture during manip- 
ulation (fig. 5). After this procedure, finger 
exploration and dissection exposed a dull, 
thickened fascia, grossly indurated, with the 
underlying carotid sheath also affected by 
the infectious process. Gentle retraction of 
the carotid sheath, aided by finger dissec- 
tion, revealed the abscess lying directly 
underneath these structures (fig. 6). The 
abscess was opened by a small linear incision 
and spread widely with a pair of forceps. 
A large mass of inspissated, foul smelling, 
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thick, grayish purulent debris was evacuated 
with about 500 ¢.c. of pus by suction. Further 
digital exploration of the abscess cavity re- 
vealed that it extended medially to the proc- 
esses of the cervical vertebrae, upwards to 
the hyoid bone, which could be palpated with 
ease, and downwards to the upper border of 





lig. 4.—Roentgenogram taken 11 days after onset of 

present illness. Note marked displacement of struc- 

tures anteriorly and extent of shadow from hyoid 
bone to superior mediastimum. 


the sternum. The abscess cavity was packed 
with iodoform gauze and a substantial rubber 
drain was inserted into the lower pole. The 
wound edges were approximated and_ the 
skin partially closed with interrupted cotton 
sutures. 

Postoperative convalescence was unevent- 
ful. Drainage was profuse for the first 72 
hours, gradually subsiding, and stopping com- 
pletely after 4 days. Pulse and blood pres- 
sure gradually returned to normal. Penicillin 
was discontinued, as were all other medica- 
tions, except for the amminoids and intra- 
venous fluids. These were also discontinued 
after another 24 hours, when the patient was 
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able to take small amounts of warm fluids 
by mouth without difficulty. After 3 days, 
soft foods were swallowed without difficulty, 
and by the seventh postoperative day, recov- 
ery was complete. The drain was removed 
on the fourth postoperative day and the 
sutures on the ninth day. There was a slight 
residual seepage from the lower margin of 
the wound which subsided within ten days 
after discharge from the hospital. When last 
seen, the patient was in excellent condition, 
having regained 35 pounds lost during the 
illness, and suffering from no ill effects as 
a result of the operative intervention. Ilis 
blood pressure was 134/86 and pulse was 80. 







Line of 
incision ~~ _ 


Enlarged 
ext, Jug. Vv. 







Edematous _ 
sternomastoid m. 
and omohyaid m. 





Fig. 5.—Schematie drawing showing line of incision 
and marked dilation of vessels found, as well as edema 
of surrounding structures. 


DISCUSSION 
Retropharyngeal abscesses most fre- 
quently follow infections in or about 
the pharyngeal and tonsillar regions, 
particularly in children. In adults, 
other causes are sinusitis; infections of 
the neighboring lymph nodes; trauma, 
such as penetrating wounds, foreign 
bodies or operations in or about the 
larynx, trachea or esophagus; and in- 
fections such as tuberculosis or lues of 
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the cervical vertebrae. The infection 
spreads by contiguous involvement of 
the adjacent tissues either directly in 
the form of a spreading cellulitis or 
indirectly through the lymphatics. In 
fulminating throat infections one may 
find that thrombophlebitis of the veins 
of the neck may propagate the infection 
either upwards to the cranium and its 
contents, or downwards into the thoracic 
cavity. It is agreed that there exists a 
chain of retropharyngeal nodes which 
drain the nasopharynx and which, once 
infected, break down and _ suppurate. 


While their presence has not unre- 
servedly been proven in adults, their 
existence in children and infants is 


established. 

Anatomicopathologic studies of these 
conditions and their relation to the vari- 
ous spaces in the neck, the fascial planes 
and the mode of spread have been made 
by Brunner,® Grodinsky,’ Iglauer,® and 
others.° There has been a tendency to 
split the fascial planes into two or more 
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So ligated 
; ext. jugular v. 
Capsule of abscess incised. 7 ‘g 
Cavity being emptied Omohyoid m. 


of debris and pus. 


Fig. 6.—Drawing of operative field, showing extent of 
abscess cavity, size of abscess and degree of involve- 
ment of adjacent strcetures. 
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layers, making the anatomy of the sub- 
ject more complicated than it actually 
is. Krom the didactic anatomical stand- 
point, these authors may be right, but 
clinically and surgically one finds that 
the various fascial planes are very much 
fused and confused when it becomes 
necessary to attack suppurative proc- 
esses deep in the neck. We feel that 
it will not be out of place, for a better 
understanding of the subject, to review 
briefly the anatomy of the cervical 
fascia and its relations to the structures 
in the neck. 

The deep fascia, where these infec- 
tions usually occur, comprises an invest- 


ing layer, with both prevertebral and 
pretracheal divisions. These cover and 


support the muscles, the pharynx, the 
trachea, the esophagus, the lymph ves- 
sels and nodes, the large blood vessels 
and the nerves. Thus, a complete en- 
velope for all the cervical structures in 
the neck, except for the platysma muscle 
and the superficial vessels, is made by 
this investing layer of the deep cervical 
fascia. Above, it is attached to the 
lower border of the mandible, and _ be- 
hind the angle of the jaw it encircles 
the parotid gland, being attached to the 
zygomatic arch, mastoid process, super- 
ior nuchal line and external occipital 
protuberance. Posteriorly, it is attached 
over the spinous process of the cervical 
vertebrae. Over the trapezius muscle 
and the supraclavicular triangle and in 
front of the neck superiorly, it appears 
as a single layer, meeting the corre- 
sponding layer from the opposite side 
in the midline. It is attached to the 
hyoid bone, and below this level, splits 
to form the superficial and deep layer, 
between which lie the sternal heads of 
the sternocleidomastoid muscle and the 
anterior jugular veins. 

The prevertebral fascia is the more 
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posterior septum derived from the en- 
veloping layer, covering the preverte- 
bral musculature across the neck behind 
the pharyngo-esophageal tube. It forms 
the floor of the supraclavicular triangle 
where it overlies the cervical plexus and 
the subclavian vessels. Its continuation 
forms the axillary sheath. Owing to 
the strength of the fascia, perforation 
from purulent accumulations is not 
likely to occur, the pus burrowing down- 
ward and laterally to escape through a 
locus minoris resistencia, so to speak, 
situated behind the sternocleidomastoid 
muscle, thence finding its way into the 
supraclavicular triangle where the fas- 
cial layer is weaker. From this location, 
pus may pass downward into the pos- 
terior mediastinum. 

The pretracheal or middle layer of 
the cervical fascia is derived from the 
enveloping layer deep to the sterno- 
cleidomastoid muscle. It lies in front 
of the laryngotracheal tube and the in- 
frahyoid muscles and descends behind 
the enveloping layer into the root of 
the neck and mediastinum to blend with 
the sheaths of the aorta and the peri- 
cardium. It is more delicate than the 
prevertebral fascia and laterally forms 
the carotid sheath. 

Three spaces are usually outlined 
and described by these fascias, but 
Grodinsky has deseribed five while 
others have divided the fascia into six 
divisions and some fourteen subdivi- 
sions. For convenience’s sake, we shall 
use only the three spaces usually de- 
scribed. The visceral space, lying 
between the pretracheal and the prever- 
tebral fascias, contains the laryngo- 
tracheal tube, lower pharynx, cervical 
esophagus, thyroid gland, and the great 
vessels, surrounded by loose areolar 
tissue which is sufficiently lax to allow 
great distention. The suprahyoid space 
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is situated between the enveloping 


fascia and the fascial covering of the 
omohyoid muscles. Fluid accumulations 
in this space gather either in the sub- 
maxillary or submental spaces and in- 
vade the visceral compartment by direct 
extension. The prevetebral space lies 
on the cervical vertebrae and the mus- 
cles behind the prevetebral fascia. Accu- 
mulations here either migrate laterally 
or burrow along the vertebral column 
through the thoracic inlet into the 
posterior mediastinum. 

As a rule, the so-called retropharyn- 
geal abscess may involve the fascia be- 
tween the alar and visceral fascia, or 
may accumulate in the potential space 
between the alar and_ prevertebral 
fascia. In these locations, the infection 
is apt to remain localized at the site of 
origin, but may spread downward 
through the deep structures of the neck 
into the superior mediastinum. Simi- 
larly, they may break into the pharyngo- 
maxillary space causing serious erosion 
of the great vessels with fatal hemor- 
rhage. <A peri-esophageal abscess de- 
velops from direct gravitation of the 
abseess higher up, unless it is the result 
of trauma to the esophagus itself. 


COMMENT 


As a direct result of the protean 
modes of spread, degree of fascial in- 
volvement and the various structures 
which may or may not be involved, the 
signs and symptoms in each individual 
case will necessarily vary, but, on the 
whole, some degree of dysphagia, dysp- 
nea and voice changes will be apparent. 
Brunner,’ on the other hand, has noted 
that infection of the parapharyngeal 
space can occur without alarming gen- 
eral and local symptoms. 

It can readily be seen, then, that un- 
treated retropharyngeal abscess may 
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(1) rupture spontaneously and drain 
forward into the pharynx; (2) travel 
downward behind the esophagus into 
the posterior mediastinum; (3) burrow 
laterally into the anterior compartment 
of the parapharyngeal space, then ex- 
tend posteriorly behind the great vessels 
and the sternocleidomastoid muscle to 
burst through the fascia and point in 
the posterior or anterior triangles of 
the neck; (4) the pus may pass down- 
ward through the prevertebral fascia to 
the lower part of the neck and make its 
appearance beneath the clavicle or in 
the axilla; or (5) it may reach the ex- 
ternal auditory canal through the Fis- 
sure of Santorini. Lastly, infections of 
the parapharyngeal space may reach 
the meninges and brain by direct exten- 
sion or by invasion of the blood stream. 


SUMMARY 


Attention is called to the occurrence 
of retropharyngeal abscess in adults. 
Although not as common as in infancy, 
the condition must be considered in any 
case of prolonged dysphagia following 
any upper respiratory infection causing 
a phlegmous pharyngitis. Diagnosis 
may be confirmed by X-ray. 

The anatomy of the cervical region 
is reviewed. The authors believe that 
a simplification of the classification of 
the clinical entity under discussion is 
desirable. 

The modes of spread, development 
and origin of retropharyngeal abscess 
are discussed. 

An acute case of retropharyngeal ab- 
scess, with vagal manifestations and no 
dyspnea is described. 


SOM MAIRE 


L’auteur nous signale l’occurrence de 
l’abeés retro-pharyngien chez |’adulte. 
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Cette lésion se recontre moins souvent 
que dans l’enfance. On doit y songer 
dans tous les cas de dysphagie prolongée 
survenant dans les infections des voies 
respiratoires sup¢reures. Le diagnos- 
tique est confirme par les rayons X. 
L’auteur fait une revue de l’anatomie 
de la région cervical. L’auteur est d’avis 
qu’une simplification de la classification 
de l’entité clinique ici discutée est 
désirable. Les modes d’extension, de 
développement et l’origine de 1’abcés 
rétro-pharyngien sont discutés. 

Un eas aigii d’abeés rétro-pharyngien 
avec manifestations vagales et sans 
dyspnée est présenté. 


RESUMEN 


Se llama la atencién sobre los casos 
de abceso retrofaringeo en los adultos. 
Aunque no es tan comin como en la 
infancia, la condicién debe ser con- 
siderada en cada caso de disfagia pro- 
longada que sigue a cualquier infeccién 
respiratoria y que causa una faringitis 
flemonosa. El diagndéstico puede ser 
confirmado por los rayos X. 

Se revisa la anatomia de la regién 
cervical y los autores creen que seria 
deseable la simplificacién de la clasifica- 
cién de la entidad clinica, de que ahora 
se trata. 

Se diseute en el articulo la difusidén, 
desarrollo y origen de los abcesos retro- 
faringeos. Se estudia un caso de abceso 
retrofaringeo agudo, con manifesta- 
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ciones en el nervio neumogastrico y sin 
disnea. 


Caos 


O6cyxeHa MpOuCxOAMMOCTh peTpoda- 
PHHreabHOrO HapbiBa B B3POCJbIX. XoOTA 
OH He TaK OODIKHOBEH, KaK B MJIaeH4eCTBE, 
HY2KHO erO IIPHHATb BO BHHMAaHHe B Kaxk- 
OM Cily¥ae MpOAOKUTebHOK AMCdarnu 
nocwe LbIXaTeIbHOH HH(PeKUMH, MPHYHHuB- 
wen (pwerMOHHbIM (dbapuurut. JiuarHo3 
MOXeT ObITb NOATBEPAKAeH PeHTreHorpa- 
(pueit. 

CyeiaHo O603peHHe aHaTOMHH Wen. Bpl- 
PaxkeHa %KeMATeCIbHOCTb YIPOULeCHHA KJIM- 
HHYeCKOH KUaccCH(uKalHu ITOH Oowe3HH. 
Pa3soOpanHbl pacipoctpaHenve, pasBuTHe U 
IIPOMCXO#KMeHHe peTpodapuHreaJbHOro Ha- 
pbilBa C BOBJeUeHHeM Oly Lawulero HepBa, 
HO 6€3 OTJIDILIKH. 
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Psychosurgery for the Relief of Unbearable Pain 


JAMES W. WATTS, M.D., F.1.C.S.* 


AND 


WALTER FREEMAN, M.D., Pu.D., F.A.C.P. 
WASHINGTON, D. C. 


MONG the 3860 patients with nerv- 
ous and mental disease upon 
whom we have performed lobo- 

tomies, were a number who complained 
of unbearable pain. ‘Their complaints 
of pain appeared excessive and out of 
proportion to the painfulness of the con- 
dition itself. Following lobotomy, there 
was not only a disappearance of the 
anxiety, apprehension and nervous ten- 
sion but the unceasing complaints of 
pain were no longer heard. 

These observations led us 
psychosurgery for the relief 
able pain in selected cases of radiculitis, 
carcinoma and tabes dorsalis. The indi- 
viduals were known to be in great pain 
and yet the fear:of pain seemed to be 
an equally important factor. This is 
illustrated by a man with carcinoma 
who said, ‘‘When the effect of this mor- 
phine wears off, you won’t let me suffer, 
will you, Doctor? You’ll give me an- 
other hypo, won’t you?’’ In this group 
of patients, the complaints about pain 
also ceased after prefrontal lobotomy 
and it was possible to reduce or entirely 
discontinue the use of narcotics. 
Although the complaining ceased and 
the patients no longer requested hypo- 
dermics and appeared comfortable and 
in good spirits, when asked directly 
about pain, some admitted it was still 
present. In fact, they stated that the 


to employ 
of unbear- 


Read at International College of Surgeons, Wash- 
ington, D. C., December, 1945.1 

*From the Department of Neurology, 
Washington University. 
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pain was exactly as it was before the 
lobotomy. It appears then, that psycho- 
surgery alters the individual’s reactions 
to pain without materially changing his 
ability to feel pain. 'Vhe distinction 
between perception of pain and reac- 


tion to pain is nicely defined by H. G. 


Wolff,’ ‘‘When one considers that the 
physician is primarily concerned with 
pain, it is surprising how little use is 
made of it, either in establishing a diag- 
nosis, or in directing management. We 
have passed through a period in which 
pain as evidence was placed secondary 
to more ‘objective’ data. Such disre- 
spect had its origin in a_ generally 
shared confusion between the sensory 
perception of pain and the reaction to 
the painful experience with its auto- 
nomic, emotional and other components. 
It is obvious that a perception and a 
reaction cannot be contrasted. Once 
the difference between perception and 
reaction is accepted, it becomes possible 
to use pain as a valuable diagnostic 
instrument. Quality, intensity and tem- 
poral aspects can be defined and ap- 
praised. On the other hand, sweating, 
tachycardia, panting, bowel disturb- 
ances, as well as anxiety, fear, terror, 
panic and prostration, when appreci- 
ated as reactions to pain can be 
evaluated and managed.’’ In this paper, 
we are concerned with the reactions to 
pain. 

Prefrontal lobotomy relieves anxiety 
and fear, panic states no longer occur, 
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obsessive thinking disappears. Percep- 
tion of pain is still present, but the reac- 
tion to pain is changed. Pain may be 
present, but when it no longer raises 
a mental picture of future disability and 
what this may mean to one’s family, it 
‘an then be borne with equanimity. The 
‘ases which will be presented fall natu- 
rally into two groups. First, there are 
the patients with mental disorders in 
whom pain was one of the outstanding 
symptoms. In the second group are 
individuals with organic disease causing 
severe pain. 


MENTAL DISORDERS WITH UNBEARABLE PAIN 


In this group are patients with involu- 
tional and agitated depression and with 
psychoneurosis. All complained of 
severe, unbearable pain, but the history 
in each case revealed that the mental 
picture predominated. Three of the six 
patients had demonstrable organic dis- 
ease but the complaints were out of pro- 
portion to the condition. The other three 
had no organic disease. 


Case 1—Mrs. EB. A. Age 59. Agitated 
Depression. Pain in side and in rectum. This 
patient was agitated and confused. In answer 
to every question, she repeated, ‘‘My piles, 
can’t you do something for my piles? Please 
put some ice on my piles.’’ <A_ prefrontal 
lobotomy was performed in October 1936; 
her complaints ceased, the agitation disap- 
peared. She returned to work as a_book- 
keeper in December 1936 and has been regu- 
larly employed since. A detailed case history 
and photographs of this patient were pre- 
sented in 1937.2 


Comment. The pain in the side was 
at the site of an old nephrectomy sear, 
and the ‘‘piles’’ she was complaining of 
were old hemorrhoidal tags which were 
neither swollen nor inflamed. Neither 
of these conditions should give rise to 
more than mild discomfort. 
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Case 2.—Mrs. H. R. Age 48. Involutional 
Depression. Severe pain in abdomen last- 
ing ten to fourteen days each month asso- 
ciated with feeling of depression, nausea and 
anorexia. <A prefrontal lobotomy was per- 
formed in November 1936 without any im- 
provement in the symptoms. X-ray examina- 
tion made after injection of opaque media 
into the lobotomy revealed the cuts had been 
made far in front of the coronal suture. In 
March 1937, a second lobotomy was _ per- 
formed; this time, the white matter was cut 
in a plane slightly posterior to the coronal 
suture. X-rays of this case are shown in 
Fig. 21 in ‘‘Psychosurgery.’’* The second 
operation was followed by disappearance of 
the abdominal pain and the nervous symp- 
toms. In April 1945, she had a recurrence 
of the feeling of depression which required 
shock therapy but there was no recurrence 
of the abdominal pain. 


Comment. The cause of abdominal 
pain in this woman is not entirely clear. 
Repeated gastrointestinal and gyneco- 
logic examinations failed to reveal any 
organic disease. Since the pain was 
always preceded by and associated with 
worry, anxiety, apprehension, nervous- 
ness and a feeling of: depression, they 
were considered to have a common cause. 
It has been shown that stimulation of 
the premotor area gives rise to increased 
intestinal movements and even to tran- 
sient intussuception.* Individuals af- 
flicted with peptic ulcers know quite well 
that nervous tension gives rise to ab- 
dominal discomfort. Lobotomy relieved 
the nervous tension and reduced the 
consciousness of the self by interrupt- 
ing the thalamofrontal pathway. It 
probably also severed connections with 
the premotor area. 


Case 3—Mrs. L. S. Age 44. Conversion 
IIysteria. Confined to bed two years because 
of pain in back and legs. There was a pre- 
vious history of between twelve and eighteen 
abdominal operations and a subtemporal de- 
compression. It was this patient who gave 
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rise to the comment, ‘‘If the trouble is in 
the head, why operate on the belly?’’* Fol- 
lowing prefrontal lobotomy in November 1936, 
the patient walked on the fourth postopera- 
tive day. She still has pain in her back, head 
and legs but does not complain unless ques- 
tioned about it. 


Comment. This woman has rheuma- 
toid arthritis, her knees squeak, she 
sprains her ankles often, the joints of 
her fingers are enlarged, her spine shows 
lipping of the vertebra, her skull a sub- 
temporal decompression and her abdo- 
men, the scars of a dozen operations. 
It is probable that she has some discom- 
fort or even pain but it no longer has 
the same implications. She has lost her 
preoccupation with it and works in spite 
of it. 


Case 4.—Mrs. D. D. Age 50. Involutional 
Depression. Bitemporal headache. The first 
‘“nervous breakdown’’ occurred in 1936 and 
was followed by recovery and a recurrence in 
1939. She felt that she was a burden to her 
sister and that suicide offered the only solu- 
tion. Because the patient had been employed 
until a short time before admission to the 
hospital, the prefrontal lobotomy in November 
1939 was limited to cutting the lower quad- 
rants. Under local anesthesia, her depression 
cleared up on the operating table after the 
pathways were cut. The melancholia returned 
and a week later, the upper quadrants were 
cut making it a standard type of operation. 
In 1941, her nervous symptoms again re- 
curred, her chief complaint being bitemporal 
headache. Examination of the x-rays with 
iodized oil in the lobotomy showed that some 
of the medial pathways in the lower quadrant 
of the right frontal lobe had been missed. 
During the third lobotomy in November 1941, 
under local anesthesia, the headache disap- 
peared after the medial pathways in the right 
lower quadrant were cut. There has been no 
recurrence of the headache since that time 
but the patient now has so much inertia that 
she is content to live on her pension instead 
of working. A complete history with x-rays 
is given in ‘‘Psychosurgery.’’ ® 
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Case 5.—Mrs. C. H. Age 55. Psycho- 
neurosis. Pain in back since girlhood, worse 
since birth of first child 28 years ago, and 
unbearable for last three years. On going 
into the history, it was learned that she 
started to work in a cotton mill at the age 
of 12. She had 7 children in rapid succession. 
She was meticulous and ambitious for her 
children. She slept very poorly, probably an 
old habit due to lying awake at night listen- 
ing for her children when they were babies. 
Crying spells had become very frequent. Her 
weight at the time of operation was 80 lbs. 
Prefrontal lobotomy performed on March 1, 
1945, was followed by disappearance of back 
pain. 


Comment. This woman was under- 
weight and constantly fatigued. Her 
goal was set too high, beyond her physi- 
cal endurance. After lobotomy, she was 
more easily satisfied and gained weight. 
She has lost the consciousness of her- 
self and no longer complains of pain in 
the back. Her daughter reports that she 
is less meticulous and is quite content 
to let other members of the family run 
the home while she sits around making 
critical remarks! 





Case 6—Mrs. M. 8S. Age 43. Agitated 
Depression. Pain in face. During an attack 
of sinusitis, this patient developed pain in 
the region of the left maxillary antrum. The 
antrum was drained and later, a radical oper- 
ation on the antrum was performed. The 
pain became severe and morphine wes re- 
quired. After the acute infection cleared up, 
neuralgie pains occurred in the face. Nervous 
tension and exhaustion developed. She was 
given shock therapy with little improvement. 
After making two suicidal attempts, a lobo- 
tomy was performed on April 7, 1941. Pain 
in the face recurred during the summer of 
1941. She became alcoholic and was com- 
mitted to a mental hospital. On July 6, 1943, 
while on leave from the hospital, she com- 
mitted suicide by taking roach powder. 


Comment. Although approximately 
two-thirds of the patients in our’entire 
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series have had suicidal ideas, only two 
have actually committed suicide after 
lobotomy. If this woman had not de- 
veloped alcoholism, a second opera- 
tion would have been recommended, but 
our results in alcoholism have been so 
disappointing, it was not considered 
advisable. 


CASES OF ORGANIC DISEASE WITH 
SEVERE PAIN 


It goes without saying that an indi- 
vidual who bears his pain with fortitude 
is not a candidate for psychosurgery. 
But, when the pain becomes unbearable, 
and when fear of pain becomes as im- 
portant as pain itself, then lobotomy has 
something to offer, even in cases of 
organic disease, as the following case 
histories illustrate: 


Case 7—Mrs. V. 8. Radiculitis and Cyst- 
itis. Severe, stabbing unbearable pain in 
bladder 24 hours a day. The pain in the 
bladder had been present for one year and 
was associated with frequency of urination. 
Two operations had been performed on the 
spine with removal of a protruded dise in 
each instance but without relief of pain. She 
complained continuously and said she had not 
slept for more than a year. On November 9, 
1943, a minimal prefrontal lobotomy was per- 
fo-med under local anesthesia. An attempt 
was made to limit the operation to cutting 
the gyrus cinguli. The patient stopped com- 
plaining on the operating table. The whining 
ceased and she was indifferent, not only to 
her bladder but to the remainder of the opera- 
tion on the head. As the symptoms recurred 
in a few days, a second operation was per- 
formed a week later, cutting the standard 
amount of tissue. Immediately after opera- 
tion, although she no longer complained, when 
asked if pain were present, she replied, ‘‘Sure 
it is, it is exactly like it was before.’’ ‘‘But 
you don’t complain of it any more?’’ ‘‘What 
is the use, I can’t do anything about it, and 
it doesn’t do any good.’’ When seen last 
week, she had gained 53 Ibs. She had no pain 
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in the bladder but stated that ‘‘a drop of 
urine feels like a barrel full.’’ 





Case 8.—Mr. T. P. Carcinoma of rectum 
with local recurrence and metastasis to lungs 
and liver. This is the man who said ‘‘When 
the effect of morphine wears off, you won’t 
let me suffer, will you, Doctor?’’ He com- 
plained constantly of pain in the perineum 
and in the right hip. After prefrontal lobo- 
tomy on April 27, 1944, his complaints ceased 
and nareotics were discontinued. Although 
he did not complain or ask for hypodermies, 
he admitted he had pain when asked about it. 
Pressure over the enlarged liver elicited 
tenderness. Pricking with a pin caused him 
to protest. When asked if he knew he was 
going to die, he replied, ‘‘Sure, everybody 
has to die, don’t they?’’ He appeared com- 
fortable and content until his death on August 
1, 1944. 


Case 9—Mr. W. P. Tabes Dorsalis. Ten 
years disability with girdle pain and lightning 
pains in legs. This patient had been followed 
at the George Washington Neurology Clinic 
for ten years. He was confined to the hospital 
each year for several weeks. During his hos- 
pitalization he was a pitiful, cringing creature 
asking constantly for hypodermics. The pre- 
frontal lobotomy was performed on December 
4, 1944, after which narcotics were discon- 
tinued. He took aspirin for several months 
but has taken none for the past six months. 
For a few months after the operation, he 
was seen to grimace frequently but did not 
complain of pain. During the past several 
months, he denies having pain and has not 
been seen to grimace. 


CONCLUSIONS 


In the management of pain, it is nec- 
essary to differentiate between percep- 
tion of pain and the reaction of the 
individual to pain. When unbearable 
pain is one of several symptoms in a 
mental disorder, the complaints of pain 
disappear along with the nervous reac- 
tions following prefrontal lobotomy. 
When pain due to organic disease be- 
comes unbearable (and the disease itself 
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being incurable) and fear of pain be- 
comes as dreadful as pain itself, then 
prefrontal lobotomy is indicated. 

Psychosurgery alters the individual’s 
reaction to pain without materially 
changing his ability to feel pain. Pain 
may be present but when divorced from 
its implications—the threat to his secur- 
ity and fear of disability and death—it 
then becomes bearable and may _ be 
accepted with fortitude. 


CONCLUSIONS 


Dans le traitement de la douleur est 
nécessaire de différencier entré la per- 
ception de la douleur et la réaction du 
malade a la douleur. Quand la douleur 
est insupportable ¢tant due a un deés- 
ordre mental, elle disparait ainsi que 
les réactions nerveuse aprés la leucoto- 
mie préfrontale. Quand la douleur due 
i un ¢tat organique est insupportable 
(la maladie elle-méme étant incurable) 
la erainte de la douleur é¢pouvante le 
malade la leucotomie préfrontale est 
indiquée. Ta psychochirurgie altére la 
reaction du malade a la douleur sans 
changer beaucoup son pouvoir d’endurer 
la douleur. La douleur peut étre pré- 
sente mais divoreée deses implications 
—la menace a sa sécurité, la crainte 
d’ineapacité et la peur de la mort—elle 
devient endurable et peut étre acceptée 
avec fortitude. 


CONCLUSIONES 


En el tratamiento del dolor es necesa- 
rio diferenciar entre el dolor en si y la 
reaccién del individuo ante el dolor. 
Cuando el dolor insufrible es uno de los 
sintomas de desorden mental, las quejas 
por el dolor desaparecen cuando las re- 
acciones nerviosas siguen a la lobotomia 
prefrontal. La lobotomia prefrontal se 
hace necesaria cuando el dolor debido a 
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una enfermedad organica se hace inso- 
portable y cuando el miedo al dolor se 
convierte tan espantoso como el dolor 
mismo. 

La psicocirugia altera las reacciones 
individuales por el dolor sin que, mate- 
rialmenter, cambie su capacidad de 
sentir el dolor. El dolor puede estar 
presente, pero cuando se halla divorciado 
de sus implicaciones—la amenaza a la 
seguridad del paciente y el miedo a la 
inutilidad y la muerte—entonces deviene 
en soportable y puede aceptarse con 
resignacion. 





3akJIOUeCHHA 


B 3a60Te 0 607H HeOOXOAMMO pa3JH- 
4UMTb MEKAY Nepuenunei OOH HW peakunel 
OoubHOrO K Ooun. Korga HeBbIHOCHMaA 
O0.1b ABJIACTCH OAHHM H3 HECKOJIbKHX CHMII- 
TOMOB JLYIUeBHOH OoWe3HH, TO MOcTe mpe- 
(ppoHTaJbHOK JOOOTOMUH 2XKaIOObI Ha 6Odb 
HCue3aloT BMeCTe C HepBHOH peakunell. Ko- 
ra 60/b, IPH4HHeHHaA HeH3euHMOH Op- 
raHHuecKOH OOWe3HbIO, CTAHOBHTCA HeBBbI- 
HOCHMOH, MH CTpax OOJIM CTAHOBUTCA TAaKHM 
Ke YKACHbIM, KaK H CaMa OOJb, TO 93TO 
ABIACTCH MOKA3AHHEM Ha IIpepouTaJibHy!0 
JOOOTOMHW. 


IIcHxXOxHpyruaA MeHAeCT HHAMBUAyaJibHy!0 
peakuHto K OoM 6e3 MaTepHaJbHOH Mepe- 
MeHbI B CNOCOOHOCTH 4YBCTBOBAaTb G6OuJb. 
XOTH 6OvIb elle CyLeCTBYyeT, HO KOra OHA 
oTZeeHa OT ee 3HAYeHHA JIA 6OAbHOrO, 
— T.e. 6e3HaexKHOCTb, HHBaAINLauHA HU 
CMe€pTb, TO OHA CTAHOBHTCA BbIHOCHMOH HU 
IIPHHHMaeTCA OOMbHbIM CNOKOHHO H C CH- 
JOH Lyxa. 
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The Challenge of Bikini 


URING the early dark days of 
World War II, when the allies 
were being blasted out of the 
skies, overrun on the land and pushed 
into the ocean, and on the seas were 
having their ships torpedoed from under 
them, a momentous meeting took place 
in the White House, in Washington, 
D. C. At that time this nation was 
plunged into the greatest research prob- 
lem of the ages. This problem involved 
four and a half years of feverish work 
on the part of the best scientific minds 
of this country and amounted to a finan- 
cial cost of some two billion dollars. 

The fruits of this research were mani- 
fested in the destruction of two Japanese 
cities that were so unfortunate as to be 
blasted by atomic bombs. Wooden build- 
ines were obliterated ; concrete and brick 
buildings were literally lifted from their 
foundations and twisted into shapeless- 
ness. Men were either burned to a crisp, 
outright, or left writhing in agony from 
horrible body burns or died in a few 
weeks from the slow, terrible effects of 
the radiant energy of these bombs on 
their blood-forming organs. 

The world had first-hand information 
of the most terrible instrument of de- 
struction and death which had been re- 
vealed to date. The world saw a weapon 
which could easily result in global sui- 
cide. This display of destructive power 
released with unmeasurable and incom- 
prehensible force has caused very little 
serious thought on the part of the ma- 
jority of the citizenry of the world. A 
few people have been greatly alarmed 
and upset by the possibilities of uncon- 
trolled atomic warfare, and military per- 





sonnel, in responsible positions, have 
realized the cataclysmic possibilities of 
the atom bomb and its dire results. But 
the rank and file of the world’s people 
have been rather apathetic to the entire 
situation. It seems that man does not 
fear what he can make and feels that he 
“an always devise some countermeasure 
to offset the perils of what he has 
already developed. 

At the present time, the military 
forces of the United States Government 
are practically the only group or groups 
interested in, and charged with preserv- 
ing our country. They have very fit- 
tingly gone ahead with the Bikini tests. 
Several objectives were in mind when 
these tests were planned, chief of which 
were the following: 

First: In the case of future uncon- 
trolled atomic warfare, it is the desire 
of the military authorities of this nation 
to be in possession of all that can be 
learned or known about atomic warfare, 
for undoubtedly, in future conflicts, 
atomic bombs will be a major weapon 
of offense; 

Second: Is there any possible infor- 
mation of value to be obtained for the 
treatment of human ailments, especially 
‘sancer and other of the so-called ineur- 
able diseases through the application of 
atomic energy? 

Third: Is it possible to develop eco- 
nomically a source of domestic power 
from the use of atomic energy? 

Fourth: This Government wishes thor- 
oughly to impress the other nations of 
the world with the untenable condition 
of that world in the face of uncontrolled 
atomic warfare. 
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There was no thought of causing the 
element of fear to grip any other nation 
for any nation with adequate financial 
and scientific resources would be able to 
develop an atomic bomb. The same is 
also true of other types of offensive war- 
fare, such as guided missiles. We can- 
not control the manufacture of ‘‘The 
Bomb.’’ 

After personally witnessing one of the 
most awe-inspiring events in history, 
when our great battleships were tossed 
about, twisted and crushed as though 
they were made of paper, one is thrown 
into deep contemplation concerning the 
future of mankind. It is not only the 
immediate blast, fire and _ radiation 
power of the atomic bomb that is so 
fraught with danger, but also the fact 
that if atomic bombs were exploded in 
proper tradewind paths, the dangerous 
atomic clouds could be carried thousands 
of miles, all the while spreading their 
death-dealing rays. 

Atomic warfare could easily, within 
a few hours, do away with the majority 
of the people of any nation. If more 
than one nation were involved, it could 
do away with the majority of the peoples 
of all nations who might be enemies of 
the nation controlling the atomic bombs 
and guided missiles. 

What then is the practical, common- 
sense defense against such a_ catas- 
trophe? 

The most effective, the cheapest and 
the most practical defense against this 
menace which has cost the civilized 
world billions of dollars and countless 
lives, is the people themselves, as mani- 
fested by voting power. Voters become 
interested in public and civie affairs as 
the result of the views which are put 
forth, as a rule, by well-organized 
minority groups. These minority groups 
in the community, state, nation or world, 
mould public opinion. If the project has 
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merit or near-merit, it becomes the 
opinion of the majority. If it be too 
‘adical, it is soon labeled in a manner 
that puts it in a very poor light. 

At the present moment many powerful 
national and world-wide movements are 
being publicized with all the power that 
money and eloquence can _ generate. 
Upon close investigation, most or all of 
these ‘‘drives’’ are motivated by selfish 
individuals, groups or even nations who 
have no thought for the God-given rights 
of others, whether it be people or 
nations. 

The challenge of Bikini is to a united 
civilization to awaken to its total re- 
sponsibility in the matter of molding 
public opinion of unselfish origin. 
Civilized forces must be able to put forth 
united efforts greater than those of the 
existing powerful organizations with 
their world-wide integration of public 
opinion. These forces must also success- 
fully meet and combat the other sinister 
political forces that are disrupting the 
peace and harmony of the world with 
their wholesale trammeling of weaker 
nations and the formation of ‘‘balance 
of power groups’’ which are nothing 
more nor less than the perpetuation of 
world armies and navies for future 
conflicts. 

Also these forces must get behind 
concerted drives for millions of dollars 
for research in ‘‘Humanities’’ and the 
world public must be aroused to the 
value of human lives. There must be 
concerted drives for: First: Humanities ; 
Second: Medical research in all fields. 

At present there are hundreds of con- 
certed drives for objects of every de- 
scription, some worthy, some not. Every 
one is familiar with the drives against 
cancer, tuberculosis, poliomyelitis, lep- 
rosy, and so on ad infinitum. However, 
there has never been a wholesale, out- 
and-out drive for millions of dollars for 
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research in the ‘‘Humanities’’ or the 
problems of lasting peace. Also there 
is a great need for unlimited funds for, 
as yet, inadequately explored fields in 
the realm of medicine. 

The fountain-heads for the moulding 
of public opinion—namely, the clergy, 
religious publications, authors, and edu- 
‘ators generally and physicians in par- 
ticular—must act constructively in the 
formation of a strong public opinion 
concerning our public officials. It need 
not be their function to push a certain 
man for a particular office, but rather a 
certain type of man for public office. 
The time has come when we must sup- 
port men for public office who are patri- 
otic statesmen, not selfish politicians. 

There must be concerted drives to fill 
our offices of high responsibility, includ- 
ing our diplomatic posts in foreign coun- 
tries, with useful, clean-thinking men of 
vision, whose ideas of political strategy 
are a frank, open discussion of the rights 
of all peoples and nations, strong and 
weak alike. Their minds must not be 
swayed and muddled by intrigue, deceit 
and the fruits of the vine. 

It is the business of the Great Powers 
to look upon weaker nations in the same 
light that a parent looks upon his chil- 
dren. Then, and only then, will the 
Brotherhood of Nations exist as a 
reality. 

It seems plain that the only way to 
combat this Frankenstein monster that 
is about to engulf the world with its 
power, is to develop a new sense of 
patriotic citizenship and statesmanship ; 
this will have to be started by men 
of conscience and power in public places 
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who are in a position to mould public 
opinion. It will have to start with the 
pulpit and the ideals of the layman. In 
other words, in view of the magnitude 
of the new peril which is staring the 
world in the face, we must realize that 
our civilization is obligated to solve the 
problems of international strife, or 
perish. If our minds could think as 
efficiently in the realm of social problems 
as the ‘‘push buttons’’ of modern sci- 
ence, all our problems would be solved. 

Atomic bombs clearly demonstrate the 
fruitlessness of armed conflict. Five per 
cent effectiveness of enemy atomic 
bombs could subdue a nation. There 
seems to be an apathy among the people 
of the world concerning this peril. 

The remedy lies in a new evaluation 
of the things of this world. We must 
begin to think and study and delve into 
research in the interests of peace. We 
must delve into the study of humanities. 
There must be an evolution in the think- 
ing and acting of the peoples of the 
earth. And there must be global eduea- 
tion along with national education. We 
must learn to live with one another. 
Finally, the standards of civilization and 
the Golden Rule must prevail if the 
peoples of the earth are to survive in 
peace and prosperity. The image of 
God must be burned into the hearts and 
everyday living of the leaders of the 
world as well as the heart of every indi- 
vidual in the world. 

War cannot be outlawed by legisla- 
tion. War can be outlawed only by 
global education, and in upright states- 
manship. 

That is the challenge of Bikini. 

IK. Forrest Boyp 


(Editor’s Note: In view of the international, non-political and nonsectarian position of the International 
College of Surgeons, it is particularly fitting that an article concerning the atomic bomb, with its global 
{ ‘ ’ i y { { ) { 

The members of the College must use their influence 


in educating the people of the world away from war of any type. This editorial by Dr. Boyd, an observer 


implications, should be printed in this ‘‘JOURNAL’’. 


at Bikini, is timely and welcome.) 
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To Sign or Not to Sign 


O sign or not to sign? Whether 
’tis nobler in the mind to suffer 
the slings and arrows of out- 
raged authors, or to take refuge behind 
the editor, and by anonymity end them? 


The question of whether or not book 
reviews should be signed has of late 
taken on the aspect of a shuttlecock 
being tossed back and forth over a net, 
with the game so far a draw. In an 
attempt to hasten a decision, we take our 
battledore in hand and enter the court 
to wield a few strokes on the side of the 
unsigned review. 


In such a specialized field as surgery, 
and its even more specialized subdivi- 
sions, one’s first thought is that, in order 
to obtain an authoritative opinion of a 
given work, it is necessary to call upon 
an expert in the same field, and that the 
reviewer should be made to feel his re- 
sponsibility by signing his name to his 
remarks. However, we find that when 
such a close professional connection ex- 
ists between the author and the reviewer, 
the expert who reviews the book is often 
restrained from making complete revela- 
tion of his opinions by this very neces- 
sity for signing what he writes. Feeling, 
perhaps, that professional courtesy and 
consideration are involved, he may tend 
to soften his unfavorable criticisms, and 
dwell too enthusiastically on the better 
aspects of the work to offset any criti- 
cisms he may feel called upon to give. 
Further, in evaluating the book on its 
merits as instructive literature (the 
prime function of scientific writing), the 
expert may be too far advanced to ap- 
preciate the problems of the student. 
What may be highly valuable and in- 
formative to the neophyte may be simply 
‘fold hat’’ to him; this aspect of the 
work may be glossed over as unimpor- 
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tant, whereas really minor differences of 
opinion are dwelt upon at too great 
length. Therefore, in selecting a re- 
viewer, the editor must find one com- 
petent in his specialty, who will not 
be swayed by personal differences of 
opinion to the point where his review 
will be biased or over-exhaustive on 
unimportant issues. 

In either case, we feel it is unfair to 
ask the reviewer to sign his review. I1 
va sans dire that such restraint imposed 
on men closely connected in the same 
profession will produce reviews which 
are neither so comprehensive, so reli- 
able, nor so impartial as if they were 
written behind the screen of anonymity. 

We realize—who better?—that such 
a policy imposes a serious burden on 
the editor of the publication in which the 
review appears. At the same time, we 
feel that the responsibility for publish- 
ing it is his whether the review be signed 
or not. Particularly if it be highly con- 
tentious or critical, he is, to some extent, 
sanctioning the remarks of the reviewer 
by allowing them to appear in the pages 
of his periodical; such a review, even 
though signed, can do as much to dis- 
credit the work, perhaps undeservedly, 
as the unsigned review. 


It is our belief that the mere publica- 
tion of the reviewer’s name does not in 
the slightest measure relieve the editor 
of his responsibility in selecting as re- 
viewers men who are competent judges 
of the quality of the work, able to evalu- 
ate its scientific and instructive merits, 
and, above all, able to give fair and im- 
partial criticism of the work. 


Concomitantly, the policy of publish- 
ing unsigned reviews will ease the edi- 
torial burden by producing reviews 
which are more comprehensive and more 
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honestly written. If the editor has 
chosen wisely, and carefully considered 
the criticism submitted by his reviewer, 
he has little to fear from those critics 
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whose personal bias may take the form 
of an attack against his principles and 
motives. 

Max THOREK 


The Discovery of the Roentgen Rays 


The Contribution of Wilhelm Konrad Roentgen to Science 


INCE the early days of the seventh 
S century B.C., when the Greek phi- 

losopher Thales (circa. 640-5487) 
of Miletus, chief of the Seven Sages of 
Greece, became one of the earliest 
pioneers of science, have we wondered 
what electricity is? Thales laid the 
basis of physics, founded astronomy, 
and discovered (frictional) electricity 
and magnetism when he rubbed a piece 
of amber (fossil resin, elektron), attract- 
ing bits of cloth and feathers. He was 
the father of Greek philosophy and the 
discoverer of electricity. It was Thales 
who, according to Aristotle (384-322 
B.C.), made the first attempt to estab- 
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Fig. 2—(Left) Luigi Galvani (1737-1798); (Right) Alesandro Volta (1745-1827) 
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Fig. 3.—(Left) Prof. Roentgen’s desk 
and chair, with portraits of his 
parents. 

Fig. 4.—(Above) W. C. Roentgen 
(1845-1922) 








Fig. 5.—Roentgen with his family. 
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lish a physical beginning. (The attrac- 
tive nature of amber was mentioned by 
Pliny, Gassendus, Kenelm Digby, Sir 
Thomas Brown and William Gilbert.) 
After many centuries, William Gilbert 
(1540-1603), of Colchester, physician to 
Queen Elizabeth and the first of the 
KMnelish physicists, in 1600 published 
“De magnete, maguetisque corporibus, 
et de magno magneto tellure’’ in which 
we find the first mention of the word 
‘“electricity.”’ To Gilbert must go the 
credit for the ‘‘birth’’ of the sciences 
of electricity and magnetism. 

Since the appearance of Gilbert’s 
epoch-making work ‘On the Magnet, 
Magnetic Bodies and the Great Magnet, 
the KMarth,’’? rapid progress, with revo- 
lutionary advances and changes, has 
been made. Mention need only be made 
of the names of Isaac Newton (1643- 
1727), Robert Boyle (1627-1691), Jo- 
hann George Sulzer (1720-1779), Luigi 
Galvani (1737-1798), Alesandro Volta 
(1745-1827), Abraham Bennett (1818), 
Jean Aldini (1762-1834), J. O. N. Rutter 
(1854), John Robison (1789-1805), John 
Sostick (1773-1846), Tiberius Cavallo 
(1749-1809), Michael Donovan, Richard 
Fowler (Hxperiments,, 1798)  (1765- 
1863), Benjamin Franklin (1706-1790) 
(founder of the University of Pennsyl- 
vania in Philadelphia), Eusebio Valli 
(1773-18237), J. V. Pivati (Venice), 
Desaguliers (who first used the term 
‘‘conductor,’’ 1739), Priestley, Michael 
Faraday (1791-1867), G. S. Ohm (1787- 
1854), Helmholtz (1821-1894), H. C. 
Oersted (1777-1851), André Marie Am- 
pere (1775-1836), Heinrich R. Hertz 
(1857—Jan. 1, 1894), A. Henri Beequerel 
(1852-1908), Julius Pliicker (1801- 
1868), Guillaume-Benjamin-Amant Du- 
chenne de Boulogne (‘De 1’Electrisa- 
tion Loealisée,’? 1855) (1806-1875), 
William Crookes (1832-1919), the Cu- 
ries (1898), Telsa, Marconi, Edison, 
Phillip Lenard (born June 7, 1862), 
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Michelson, Millikan, Einstein (born 
March 14, 1879), and Wilhelm Konrad 
Roentgen (1845-1923). 

On March 27, 1845, in the town of 
Lennep, Wilhelm Konrad Roentgen, 
great German physicist, first saw the 
light of day. He received his early edu- 
cation in Holland and then studied 
under Clausius, teacher of Willard 
Gibbs, in Zurich, Switzerland. At 
Wiirzburg he became assistant to 
Kundt. In 1874, he became privatdozent 
at Strasbourg University. In 1875 
Roentgen was made professor of mathe- 
maties and physics at the Agricultural 
Academy of Hohenheim. He returned 
to Strasbourg, in 1876, where he became 
extraordinary professor. In 1879 he 
was appointed ordinary professor of 
physics and director of the Physical 
Institute at Giessen, and in 1885 he 
became professor at Wiirzburg. Here 
in Wiirzburg, in 1895, at the age of 50, 
Roentgen discovered the ‘‘x-rays.’’ 

In 1899, while experimenting with 
a highly exhausted vacuum — tube 
(Crookes) on the conduction of elec- 
tricity through gases, he observed the 
fluorescence of a barium platinocyanide 
screen which happened to be lying near. 

Further studies disclosed that this 
radiation had the power of passing 
through various substances which are 
opaque to ordinary light, and also of 
affecting a photographic plate. 

For this discovery Roentgen received 
the Rumford medal of the Royal Society 
in 1896, jointly with Philip Lenard, 
who, with Hertz, showed that a portion 
of the cathode rays could pass through 
a thin film of a metal such as aluminum. 

In 1901, Roentgen received the Nobel 
prize for physics. 

Roentgen communicated his discovery 
of the x-rays to the president of the 
Physical Medical Society of Wiirzburg 
on Dee. 28, 1895. On Jan. 23, 1896, he 
presented his discovery publicly, for the 
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first time, before the Physical Medical 
Society of the University of Wiirzburg. 
Kolliker suggested the name ‘‘ Roentgen 
rays.’’ Soon his discovery was credited 
to his assistant, and, as the result, he 
was deeply hurt and became accessible 
only to his students and to a limited 
number of friends and special visitors. 
He died in Munich, one of the noblest 
and finest men of his era, but saddened, 
lonely and neglected, on Sunday, eb. 
10, 1923. His ashes were laid to rest 
beside those of his wife and his parents, 
in the cemetery of Giessen. 

W. B. Cannon used the roentgen rays 
in studying the movements of the 
stomach (in 1898) and of the intestines 
in animals (in 1902), with the aid of 
bismuth. Among those who early rec- 
ognized the value of roentgenography in 
the study of disturbances of the gastro- 
intestinal tract may be mentioned Her- 
mann Rieder (born 1858), Henry Iulst 
(born 1859), Max Kinhorn (born Jan. 
10, 1862), Williams (in 1897), Guido 
Holzknecht (1872-1931), Martin Haudek 
(1880-1931), J. C. Hemmeter (1864— 
1931), George K. Pfahler of Philadel- 
phia, Biggert, G. G. Burdick (Chicago), 
and Franz M. Groedel (born 1881), now 
of New York City, who revised the work 
of Rudolph Brauer (‘‘Roentgendiag- 
nostik’’). Holzknecht, Haudek and 
Groedel popularized the use of the 
fluorescent screen and made the first 
good serial plates of the stomach in man 
(1909-1912). 

KH. A. Graham and W. I. Cole devised 
roentgenography of the gallbladder 
(1923-1924). Max Kinhorn published a 
brief report on cholecystography, July 
15, 1925. In the Medical Record (New 
York) in 1904 appeared EKinhorn’s 
article on ‘‘Observations on Radium.’’ 
His article on ‘‘Radium Photographs of 
the Stomach’’ appeared in the Archives 
of Physiological Therapy in 1905, and 
his report on ‘‘Roentgenography of the 
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Stomach’’ was published in the Medical 
Record in 1906. John C. Hemmeter 
published his article on ‘‘Photography 
of the Human Stomach by the Roentgen 
Method”’ in 1896, and a paper on ‘‘The 
Karly Diagnosis of Cancer of the 
Stomach’’ in 1899. 

William J. Morton (1846-1920), it is 
claimed by some, was the first American 
physician to make x-ray pictures. His 
book on ‘*The X-Ray, or Photography 
of the Invisible, and Its Value in 
Surgery,’’ in collaboration with KK. W. 
Hammer, was published in 1896. ‘‘ Prae- 
tical X-Ray Work’’ by Frank T. Addy- 
man appeared in 1901. B. Donath was 
the author of ‘‘Mintichtungen zur Hr- 
zeugune der Roentgenstrahlen und Ihr 
Gebrauch’’ in 1899. 

Carl Beck published his work on 
‘*Roentgen Diagnosis and Therapy”’ in 
1904. Beek and Cannon were among the 
first to apply bismuth compounds in 
x-ray studies. Beck was the first to use 
bismuth in the study of human disease, 
according to Arturo Castiglioni. 

Mention should be made of the books 
published by W. A. Pusey and Caldwell; 
Leopold Freund; Anton von Hiselsberg 
and K. Ludloff; Charles Mliott ; Charles 
W. Allen; A. K. Barclay; W. George 
and R. D. Leonard; Russell D. Carman 
and Albert Miller; S. H. Monell, and H. 
Albers-Schoenberg. Many articles were 
published in periodicals also, by Ameri- 
ean, German and French workers. 

G. Holzknecht and R. Kienbéck intro- 
dueed (1900-1902) scientific dosage. It 
was Albers-Schoenberg, inventor of the 
compression diaphragm (1902-1903), 
who devised the leaden chamber for the 
protection of the operators from ster- 
ility. Perthes introduced deep therapy 
(1903) and noted the effects of irradia- 
tion on the growth of young animals 
(1903). W. D. Coolidge introduced the 
Coolidge tube (1913). G. Bucky gave 
us the Potter-Bucky diaphragm. 
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The gastroenterologists and the sur- 
geons of the world, particularly, are 
greatly indebted to Wilhelm Konrad 
Roentgen. What serious errors of 
omission and commission, what trage- 
dies, have been avoided by, surgeons and 
the gastroenterologists since the dis- 
covery and wider use of the roentgen 
rays! How many unnecessary opera- 
tions have been avoided! How many 
lives have been saved by prompt opera- 
tions and the avoidance of delay and 
procrastination, because of aid in diag- 
nosis, afforded by these rays! How 
thankful we must all be that God gave 
us such a man of science as Wilhelm 
Konrad Roentgen, who was born one 
hundred years ago (March 27, 1845)! 
It is indeed appropriate that the cen- 
tennial anniversary of Roentgen’s birth 
and the semicentennial anniversary of 
his discovery (1895) of the x-rays have 
been made an important event by sur- 
gical and gastroenterological associa- 


tions all over the world! 


The great contribution to medicine, to the general 
welfare of the world, made by the discovery of the 
Roentgen ray is acknowledged by the professions of 
medicine, dentistry, and engineering, including stu- 
dents of metals, photography, chemistry, physics, and 
the scientists engaged in the investigation of the 
cyclotron, atomie and nuclear energy. 

When W. C. Roentgen (1845-1923) made known 
his discovery of the X-rays 50 years ago (December 
1895) he started the rapid improvement of accu- 
rate medical diagnosis. Many lives have since been 
saved by better diagnosis and X-ray therapy of many 
conditions, 

The phthisiologists, gastroenterologists, dermatolo- 
gists, and diagnosticians (internists) and surgeons, 
are particularly fortunate that X-rays are available 
for their use. 

In the Journal of the American Medical Associa- 
tion (Chicago) the editorial on ‘‘The Roentgen 
Rays’’ (Volume 26, No. 7, page 366, February 15, 
1896) states ‘‘. .. is suggestive of practical medical 
and surgical possibility—and as future diagnostic 
aids. It is only a hint, however, and whether it is 
to be ever realized to any extent is perhaps open 
to question.’’ 

How wrong the editorial writer has been proven 
to have been during the past 50 years! 

In the same journal (J.A.M.A., pages 1056-1057, 
April 21, 1945—editorial by Dr. H.. I. Goldstein 
of Camden, N. J.), the editorial on the semi-cen- 
tennial of the discovery, and the centennial of the 
birth of Wilhelm Conrad Roentgen states: 
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‘What serious errors of omission and commission, 
what tragedies, have been avoided by the gastro- 
enterologists since the discovery of the Roentgen 
rays! How many unnecessary operations have been 
avoided! How many lives have been saved! ’’ 


Goodspeed’s Near Discovery of X-rays 


Shortly before Roentgen announeed his discovery 
of the X- rays Prof. Arthur Willis Goodspeed (1860- 
1943) of the physics department of the University 
of Pennsylvania, very nearly made the discovery! 
Goodspeed used to say, jokingly, that if he had 
followed some of his observations with Crookes tubes, 
we would be speaking of ‘‘Goodspeed rays’’ instead 
of ‘‘Roentgen rays.’ 

In 1894-1895 Goodspeed was studying (with W. H. 
Jennings) the photography of the electric discharge. 
During this investigation the following incident 
occurred: 

While recording the brush discharge from electri- 
fied coins placed on photographic plates at the con- 
clusion of the experiments, he exhibited some 
Crookes tubes in the laboratory collection, to, Jen- 
nings. When the plates which had been lying on 
the table nearby, were afterward developed, some 
were found to be fogged, and on one which had 
not been used, there appeared some strange shadow 
pictures of coins. 

Horace C. Richards, of the University’s Randal 
Morgan Laboratory of Physics (at Goodspeed’s re- 
quest) prepared a number of metal blocks, in some 
of which were hidden cavities and foreign inclusions. 
The description of these defects was placed in a 
scaled envelope not to be opened until the picture 
taken by the X-rays was exhibited. The complete 
agreement of the pictures with the written deserip- 
tion gave us the discovery of the modern method of 
testing metals for defects. 

Hyman I. Goupsrern 
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good work in ‘‘modernizing’ 

anatomic terminology, it is my 
belief that the retention of the name of 
the anatomist first describing a given 
anatomic structure should be insisted 
upon. This is equally true as regards 
a surgical operation or an invaluable 
instrument. 

Why for example should the use of 
the term tubercle bacillus, for instance, 
be adopted in preference to Koch’s 
bacillus? That surely immortalizes the 
bacillus and consigns Koch to oblivion; 
yet he sacrificed his life in the interests 
of mankind and made one of the most 
important contributions to medical sci- 
ence. Or why should one forget the work 
of Mme. Dejerine-Klumpke, who, while 
a medical student, described what is 
known today as Klumpke’s paralysis? 
As the wife of Dr. Jules Dejerine, she 
helped her husband in his great work on 
the anatomy of the central nervous sys- 
tem. Many such instances could be cited 
to emphasize this contention. 

Furthermore, it is my firm conviction 
that the student remembers Poupart’s 
ligament for example, far more easily 
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a Name? 


than such descriptive phraseology as the 

‘ileo-inguinal ligament.’’ Likewise, 
such terms as ‘‘Fallopian tubes’’ and 
‘*Hustachian tubes’’ not only are deeply 
engraved on the memory of the medical 
student, but also do honor to their 
discoverers. 

Many and violent are the battles which 
have been waged, orally and on paper, 
in an effort to determine to whose name 
should be ascribed a new, original or 
revolutionary operative technic, a con- 
venient new surgical instrument, the 
discovery of a new microédrganism, or 
a hitherto unknown tumor, duct, or 
ranglion. 

Medical ethics decree that to him who 
first describes a new discovery in the 
literature belongs the credit for its 
achievement. That is as it should be. 
Yet new medical developments and sei- 
entific discoveries appearing simultane- 
ously in two widely separated countries 
of the globe or in remote sections of a 
single great country like ours, frequently 
prove to be a headache to the careful 
medical historian, who may need the 
wisdom of Solomon in reaching a deci- 
sion on priority of discovery. 
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Sad to say, however, on occasion, phy- 
sicians, surgeons or research workers 
are apparently not burdened, even in 
this day of enlightenment, with the 
scruples which it should be the first aim 
of our profession to encourage and de- 
velop in every medical student and 
aspirant to achievement and in every 
man who seeks the betterment of man- 
kind after he has left the halls of his 
alma mater. Our profession is neither 
immune nor exempt from self-seekers 
who wish to perpetuate their names and 
to gain personal renown at the expense 
of others, particularly those who are 
dead and therefore cannot defend their 
rights. 

Hamilton Bailey and W. J. Bishop 
have compiled a list of Notable Names 
in Medicine and Surgery with the view 
to presenting a series of short biog- 
raphies and descriptions of discoveries 
by those individuals whose names have 
become so familiar as to be almost 
household bywords. Who in the profes- 
sion cannot mentally immediately iden- 
tify such important terms as McBur- 
ney’s point, the Widal test, Charcot’s 
joints, Kruckenberg tumor, to mention 
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only a few. Such terms as Bright’s dis- 
ease, Graves’ disease, Paget’s disease, 
Colles’ fracture, Lugol’s solution, Hutch- 
inson’s teeth, Wassermann reaction and 
Dick test are in the vocabulary not only 
of the well-informed professional man, 
but of the well-read layman as well. 

The perusal of such a work as Hamil- 
ton Bailey’s * may well be a source of 
inspiration. It is replete with terse in- 
formation and historical material and it 
should be a deterrent to those who seek 
to condemn to oblivion the names of men 
to whom posterity is eternally indebted. 
Bailey has sounded an important key- 
note in this connection; from gaining 
acquaintance with the pioneers, one is 
imbued with inspiration and enlighten- 
ment. 

Penn, obviously with good reason, 
pointed out that ‘‘Some men do as much 
begrudge others a good name, as they 
want one themselves; and perhaps that 
is the reason for it.’’ 

Max THorEK 


* Bailey, Hamilton and Bishop, W. J.: ‘‘ Notable 
Names in Medicine and Surgery,’’ H. K. Lewis & 
Co., Ltd., London, 1946. 


Roentgen’s Discovery of X-Rays 
Their Application to Medicine and Surgery* 


X -RAYS were discovered by Wil- 
helm Konrad Roentgen in the late 
evening of November 8th, 1895, in 

his laboratory in the New Physical In- 

stitute of the University of Wurzburg, 
where he was Professor of Physies and 

Director of the Institute. He was 50 


t (Reprinted by permission from ‘‘Queen’s Maga- 
zine’’ for May, 1946.) 

* (Being a Public Lecture given under the auspices 
of the Extra-Mural Department of the University of 
Birmingham, December 5th, 1945.) 


694 


years of age at the time: so this year 
marks the fiftieth anniversary of his 
discovery and the centenary of his birth. 
To commemorate the man and his dis- 
covery, the learned societies of this coun- 
try met together on November 8th—10th 
of this year in meetings and demonstra- 
tions. Similar meetings were held in the 
large cities of many other countries and 
it is fitting that we in Birmingham 
should pay our tribute, for our repre- 
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sentatives at the time of the discovery, 
namely, Dr. J. Hall-Edwards and Dr. 
J. R. Ratcliffe, general practitioners in 
the City, were amongst the first to recog- 
nise the possibilities of the discovery 
and to put the rays to practical use. No 
one would have been more worthy or 
‘apable of giving this lecture than our 
late Principal, the late Sir Oliver Lodge, 
for he, in association with the late Sir 
Robert Jones, set out to verify Roent- 
gen’s findings within a few weeks of 
their being made public, but in addition, 
he had that great gift of so interpreting 
the discoveries of science that all could 
appreciate. 


ROENTGEN 


Wilhelm Konrad Roentgen was born 
at 4 p.m. on March 27th, 1845, in the 
Rhineland town of Lennep. His father, 
also born at Lennep, and his mother, 
born at Amsterdam, the children of well- 
known merchants, were first cousins. 
When he was three years of age, the 
Roentgens moved from Germany to live 
in Apeldoorn, Holland, and by so doing 
forfeited their German nationality. We 
know little of the early days of Roent- 
gen, save that at the age of 16 years he 
was expelled from his school at Utrecht, 
because he would not betray a school- 
mate who had performed a prank on one 
of the masters. Because of this expul- 
sion he was denied the privileges and 
facilities of matriculation. Fortunately, 
the Technical School at Utrecht offered 
facilities for improving his education, 
which he grasped. Later, hearing that 
the Polytechnical Institute at Zurich 
offered greater facilities, he left Utrecht 
and became a student in mechanical 
engineering at Zurich, where he obtained 
his Ph.D., on July 12th, 1869, with a 
thesis on ‘‘Studies in Gases.’’ 

At Zurich he made two friends 
who were to have a great influence on 
his future life: the first, his master, 
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the well-known experimental physicist, 
August Kundt, to whom he was ap- 
pointed assistant when Kundt was 
elected to Wurzburg; the second, Anna 
Bertha Ludwig, a lady six years his 





Wilhemn Konrad Roentgen at about the time of his 
discovery of the X-Ray. 


senior, whom he married at Apeldoorn 
on June 19th, 1872, and with whom he 
lived happily for 50 years. They had 
no children: they adopted her brother’s 
daughter. They had no financial difficul- 
ties, for he recorded: ‘‘It has always 
been a satisfaction to know that neither 
my wife’s parents, nor my own, to whom 
I certainly must be grateful for many 
things, ever needed to help us along in 
life by any protections.’’ When Kundt 
was appointed to Strassburg he took 
Roentgen with him, and here, after 
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two years, he obtained the academical 
status he so desired, but which had been 
denied him at the older University of 
Wurzburg. 

At the age of 30 years his ability and 
reputation earned for him the chair of 
Physics and Mathematics at Hohenheim, 
but here he found the facilities and 
equipment poor and he missed the stimu- 
lation of his chief, Kundt. Consequently 
he was pleased when Kundt recalled him 
to Strassburg. 

On April Ist, 1879, he was appointed 
Professor of Physics at Giessen. He had 
contributed a number of papers which 
were regarded as classical works on 
physical science. He was very happy in 
his work and friends at Giessen. He 
spent many happy holidays climbing at 
Pontresina, shooting or picnicking with 
his friends. His happiness at Giessen 
appears to have been marred only by 
the death of his parents, who had come 
to live with him. 

Roentgen had now become well known 
because of the excellence and originality 
of his published work, and in 1886 he 
was offered the chair of Physies at Jena 
University. This he declined: and when 
the University of Utrecht made him a 
similar offer in 1888 he declined that 
also. It will be remembered that he had 
been much disturbed because he had not 
been allowed to matriculate at Utrecht. 

When, however, the University of 
Wurzburg offered him the post of Diree- 
tor of the New Physical Institute and 
Professor of Physics, he accepted and 
took up his work on October Ist, 1888. 
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ROENTGEN AS PROFESSOR AT WURZBURG 


At this time he was 438 years of age. 
He was a tall, dark, slender man with 
a very distinguished head. His eyes 
were described as kind—one of them had 
been seriously damaged by illness in 
childhood—he was colour blind. He was 
of a happy disposition, but rather shy. 
His modesty, honesty and_ integrity 
to his associates and his science had 
secured him a number of loyal friends. 
He was indefatigable, exceptionally eriti- 
‘al, his knowledge of physics profound. 
At his lectures he spoke in a low tone, 
rather quickly. His lectures were pre- 
pared with scrupulous care and _ thor- 
oughness; his experiments were bril- 
liantly conceived, planned with precision 
and enthusiasm and earried through 
often with simple instruments of his own 
design and construction. He had been 
brought to do this by the lack of suf- 
ficient suitable equipment in his earlier 
posts. He spared no pains to stimulate 
and encourage the willing student, but 
he had little time or patience with the 
dabbler in physies. He stated, ‘‘One can 
perchance present a subject in such a 
manner that an audience of laymen may 
be convinced erroneously that it has 
understood his lecture. This, however, 
means furthering a superficial knowl- 
edge which is worse and more dangerous 
than none at all.’’ 

His laboratories at Wurzburg’ were 
not pretentious, they were but small 
rooms equipped with simple apparatus 
and serve to emphasize the fact that it 
is the genius of man and not the elab- 





Direct Radiograph (about 2/5 natural size) of the first Crookes tube used by Dr. Hall Edwards in 
January 1896 for X-Raying the hands of patients. 
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oration of buildings and equipment 
which brings us our essentially great 
discoveries. 

His contributions to scientific litera- 
ture were regarded as classics; simple 
and modest in form, original in concep- 
tion, brief and to the point, reliable, com- 
prehensive and exhaustive of the matter 
investigated. He published many eru- 
dite papers and was already regarded 
as one of the foremost experimental 
physicists. 

The stature of the man can be judged 
from his own writings; perhaps the best 
elimpse can be obtained by an examina- 
tion of his rectorial address at Wurz- 
burg in 1894, the year before he made 
his discovery of X-rays. In that address 
he quoted the words which a former pro- 
fessor of physics at Wurzburg had used 
several centuries before; words which in 
1895 had the sound of a prophetic utter- 
anee, ‘‘Nature often allows amazing 
miracles to be produced which originate 
from the most ordinary observations, 
and which are, however, recognised only 
by those who are equipped with sagacity 
and research acumen, and who consult 
experience, the teacher of everything.’’ 

‘“Only gradually,’’ he stated, ‘‘has the 
conviction gained importance, that the 
experiment is the most powerful and the 
most reliable lever enabling us to extract 
secrets from nature, and that the experi- 
ment must constitute the final judgment 
as to whether an hypothesis should be 
retained or be discarded. If the result 
does not agree with reality, it must nec- 
essarily be wrong, even though the 
speculations which led to it may have 
been highly ingenious. Perhaps one may 
see in this necessity a certain inexora- 
bility, when one considers the great men- 
tal effort and the great amount of time 
required in the accomplishment of the 
result, and the many fond hopes that 
must be blasted in the process. Yet the 
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investigator in natural sciences is fortu- 
nate to have a touchstone, even though 
it sometimes brings great disappoint- 
ments. He must consider the possibility, 
which usually amounts to a certainty, 
that his work will be superseded by 
others within a relatively short time, 
that his methods will be improved and 
that the new results will be more accu- 
rate, and that the memory of his life 
and work will gradually disappear.”’ 

And the final extract from his address 
are the words which he quoted from the 
memoirs of the great technical engineer, 
Werner von Siemens, ‘‘The intellectual 
life gives us at times perhaps the purest 
and highest joy of which the human 
being is capable. If some phenomenon 
which has been shrouded in obseurity 
suddenly emerges into the light of know!l- 
edge, if the key to a long-sought mechan- 
ical combination has been found, if the 
missing link of a chain of thought is 
fortuitously supplied, this then gives to 
the discoverer the exultant feeling that 
comes with a victory of the mind, which 
alone can compensate him for all the 
struggle and effort, and which lifts him 
to a higher plane of existence.”’ 


THE DISCOVERY 


Thus we see the man in his setting 
just before he made his discovery, when, 
as he told a reporter, ‘‘I have been for 
a long time interested in the problem of 
the cathode rays from a vacuum tube as 
studied by Hertz and Lenard. I had fol- 
lowed theirs and other researches with 
great interest, and determined, as soon 
as I had time, to make some researches 
of my own. This time I found at the 
close of October’’ (i.e., October, 1895). 

In the late evening of November 8th, 
1895, using a Crookes’s tube, encased 
within a cardboard box to exelude visible 
radiations, which was connected with a 
Ruhmdorff induction coil (charged with 
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a current of 20 amperes) giving a spark 
of four to six inches, Roentgen saw 
fluorescence of a piece of barium platino- 
eyanide paper which lay on the bench. 
He did not expect to see such fluores- 
cence. It seemed at first a new kind of 
invisible light. It was clearly something 
new, something unrecorded. It could not 
be due to the cathode rays at such a 
distance from the tube. He proved that 
it was due to radiation from the tube 
and that it persisted even when the 
paper was moved two metres distant 
from the tube. He interposed paper, 
books, wood and cloth between the tube 
and the fluorescing paper, but the lumi- 
nosity of the paper was scarcely im- 
paired. He then tried the penetrability 
through various metals and found that 
the densities of the shadows produced 
on the fluorescent paper depended on the 
density of the metals interposed; alumi- 
num searcely lessening the fluorescence 
and casting but a faint shadow, while 
the heavier metals of copper, lead, gold 
and platinum cut out the radiation to a 
much greater extent and produced dense 
shadows on the paper. Interposing a 
wooden box of weights he saw the denser 
shadows of the weights within. This was 
a remarkable revelation, yet one which 
might well have remained as such within 
the confines of the physicist’s laboratory 
had he not had the genius to do some- 
thing else, i.e., to interpose his hand 
between the tube and the fluorescent 
screen. When he did this he saw for 
the first time the shadows of the bones 
of the living hand within the flesh. It 
required little more to substitute photo- 
graphic plates for the barium platino- 
cyanide paper and so he obtained photo- 
graphic records of the shadows of all 
the interposed bodies. He must have 
immediately recognised the essential im- 
portance of the discovery, for between 
November 8th and 28th of December, 
when he made his first communication, 
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‘On a new kind of rays,’’ it indicated 
that he had done a very consider- 
able amount of research with the rays 
in the interval, thoroughly and exhaus- 
tively. Only with scrupulous persist- 
ence, largely in solitude for long hours, 
with intense enthusiasm, sagacity and 
energy trained to perfection in highly 
critical experimentation could so much 
have been accomplished. His modest 
accurate, concise exposition of his phe- 
nomenal discovery will endure as the 
classical model of a great master. He 
had so thoroughly investigated the 
nature of the new rays—the unknown 
X-rays—that he gave his contemporaries 
an indestructible basis on which they 
could build. Deservedly they should be 
called Roentgen rays and not X-rays 
—since they were an unknown quan- 
tity only until he had taught us their 
characteristics. 


EVENTS FOLLOWING ON THE DISCOVERY 


It was not until January 6th, 1896, 
that his discovery was made known to 
the world. No scientific discovery has 
ever produced such sustained dramatic 
news. Two things stand out in the dis- 
covery and its revelation perhaps above 
all else. First, his choice of the hand 
as a measure of penetration of the rays. 
Radiographs of hands appeared in the 
medical and lay press throughout the 
world in a few months. This was a spec- 
tacular demonstration which thrilled all 
who saw it. The imagination of the 
members of-the medical profession, sci- 
entists, and indeed most of the lay public 
in general, was stirred, and the brilliant 
prospects of the use of the rays in diag- 
nosis was foretold immediately, even by 
the lay press. Thus the Vienna Press 
recorded, ‘‘At the present time we wish 
only to call attention to the importance 
this discovery would have in the diag- 
nosis of diseases and injuries of the 
bones if the process can be developed 
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technically so that not only the human 
hand can be photographed but that de- 
tails of the bone can be shewn without 
the flesh. The surgeon then could deter- 
mine the extent of a complicated bone 
fracture without the manual examina- 
tion which is so painful to the patient: 
he could find the position of a foreign 
body such as a bullet or a piece of shell 
much more easily than has been possible 
heretofore and without any painful ex- 
aminations with a probe. Such photo- 
graphs also would be extremely valuable 
in diagnosing bone diseases which do not 
originate from any injury and would 
help to guide the way in therapy.’’ Note 
the stress which is put upon the avoid- 
ance of pain. This news produced a 
thrill which persists even to-day. 


Second, his refusal to enter into any 
contract which would permit exploita- 
tion of his discovery. It should be re- 
corded to his undying credit that Roent- 
gen refused to make any money out of 
his discovery though it is revealed that 
American firms attempted to buy his 
discovery by, as he said, ‘‘holding mil- 
lions before my eyes.”’ 

He was of the opinion that his dis- 
coveries belonged to humanity and that 
they should not be hampered by patents, 
licences, contracts, or be controlled by 
one group. Fortunately, some of the 
leading manufacturers who could have 
secured a monopoly, followed the lead 
given by Roentgen in this respect, as 
will be seen from the modest charges for 
early equipment. A few pounds would 
purchase the necessary units, and it is 
recorded that a portable set could be 
bought in the U.S.A. for 15 dollars in 
June, 1896. 

The infinite possibilities of this free 
and exhaustive revelation of his discov- 
ery in the diagnosis of disease stimu- 
lated the imagination and activities of 
lay, scientific and medical workers 
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throughout the whole world into an 
enthusiasm previously unknown. We 
can, perhaps, get some idea of what took 
place elsewhere from what occurred in 
Birmingham, and for this account I am 
indebted to Dr. J. R. Ratcliffe, who 
wrote it recently at my request. 


DR. RATCLIFFE’S ACCOUNT 

The day after the announcement of 
the discovery of the X-rays, I happened 
to meet Dr. Hall Edwards in Baynton’s 
photographie shop. I asked him what he 
thought of the discovery and the claim 
that the rays would penetrate opaque 
substances. As we had done some ordi- 
nary photography together previously 
he said there might be something in it 
and suggested we give it a trial. He had 
a friend who had made the largest in- 
duction coil in the Midlands and he knew 
he could borrow it and would do so if 
he could get a Crookes’s tube. It so hap- 
pened that Philip Harris had one small 
tube, sausage shape with two straight 
wire electrodes (this tube is now pre- 
served in the museum of the Anatomy 
Department of the University), see P. 
696. This we got and after evening sur- 
gery at his house we coupled up and put 
a leather purse on a plate. As the break 
of the coil was the rather slow spring 
one, the exposure was prolonged, but 
when the plate was developed it shewed 
the contents, some coins and a key 
plainly enough. 

Then I suggested that we should 
photograph my hand, which was done, 
to see if the bones would shew—they 
did, but the definition was not very sharp 
due to the electrodes, but fairly good 
considering. Thus, my hand was cer- 
tainly the first to be radiographed in 
Birmingham. 

On seeing the result it occurred to me 
that it might be of service in detecting 
foreign bodies such as needles, and to 
test this I pushed a sterilised needle 
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under the skin of the palm of my hand, 
and on developing the plate it showed 
well enough. 

We then telephoned the General and 
Queens Hospitals and asked them to 
send any case suitable, and the next 
night a woman came from the Queen’s 
with a needle in her hand. This we 
photographed successfully and made a 
bromide print which we told her to take 
to the hospital in the morning. This she 
gave to the Casualty Surgeon, who was 
Dr. J. H. Clayton, and from the informa- 
tion it gave him he removed the needle. 
This was the first operation in the world 
to be done from X-rays. 

Now Hall Edwards had radiographed 
some fractures of the forearm and elbow 
joint, so he read a paper at the Medical 
Institute to a very interested, but some- 
what sceptical, gathering of surgeons. 
Some were frankly sceptical; Bennett- 
May saying that he should always trust 
his fingers to detect a fracture rather 
than depend on a radiograph. 

The Physics department at Mason’s 
College made a Crookes’s tube and took 
some private radiographs, as neither 
hospital had a radiological department. 
The General Hospital, however, elected 
Hall-Mdwards as its radiographer and 
he installed an X-ray outfit. By this 
time, tubes had taken a different shape 
with a platinum target, and a Wehnalt 
brake was used, so shortening the 
exposure. 

Then the South African War started, 
and Hall-Kdwards was appointed to in- 
stall numbers of X-ray outfits, and as I 
was the only one who understood the set 
I was appointed in Hall-Edwards’s place 
and carried on till he returned. 

By this time, Hall-HMdwards’s hands 
were cancerously affected and he had 
to have some fingers amputated. This 
was due to the way he exposed his hands 
in holding the patient’s hand or arm 
steady on the plate. 
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The Moseley Society Journal for Feb- 
ruary, 1896, contains a radiograph by 
Hall-Kdwards of Dr. Ratceliffe’s hand 
with a small piece of needle embedded 
in the muscle of the thumb; it bears 
Hall-Kdwards’s signature and the date, 
12/2/96. 

The Journal has a portrait of Hall- 
Mdwards and a character sketch which 
begins beneath the portrait, ‘‘There is 
little necessity to introduce readers to 
the subject of this month’s sketch. His 
name has durine the last few weeks 
become almost a household word. 

‘Moseley has been honoured by hav- 
ing in its midst a gentleman whose 
enthusiasm and_ scientific skill have 
brought ‘our village’ into prominence 
throughout the whole of the country.’’ 


DEVELOPMENTS IN 1896 


Within the following year, 1896, radio- 
graphs of all bones and joints of the 
skeleton had been made showing injuries, 
congenital deformities and many patho- 
logical changes, and others showing 
glass, needle fragments, bullets, ete., 
within the soft tissues, the injected ves- 
sels of post-mortem subjects and calei- 
fied vessels, the heart, lungs, mediasti- 
num, head and neck, teeth with defects 
and fillings, ceesophagus, stomach, intes- 
tines, kidneys and spleen with deformi- 
ties due to injury or disease, stones 
in the urinary tract and a foetus within 
the gravid uterus. And such specialised 
techniques as fluoroscopy, stereoscopy, 
photofluoroscopy, sineradiography and 
Hash radiography had been developed. 
In fact, there was a very large propor- 
tion of the investigations we do to-day 
devised that year. Radiographs were 
introduced into medico-legal proceed- 
ings. The London Hospital Journal, 
commenting on a case, reported ‘If the 
whole osseous system, including the 
spine, can be portrayed distinetly on 
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the negative, much shameful perjury 
on the part of a certain class of claim- 
ants, and many discreditable contra- 
dictions among medical experts, will be 
avoided.’’ While in July 1896, the Jour- 
nal of the American Medical Association 
reported another case, ‘‘We note that 
at the trial of an action for damages at 
Naney, France, the surgeon who had 
charge of the injured plaintiff was 
accused of having caused the damage 
by mistaking a dislocation for a fracture. 
The accusation was sustained by pro- 
ducing in Court a Roentgen photograph 
which showed clearly the bones in the 
dislocated position.’’? The physician lost 
the suit. 

In the same year, 1896, Roentgen rays 
were used in the Nile expedition and the 
African War. Intensifying screens were 
introduced to cut down the exposures, 
which in some cases had been as long as 
80 minutes. 

Besides these multitudinous uses in 
medical work the rays were used in 1896 
to show defects in guns, armour plating 
and castings ; for the detection of frauds, 
in documents, postal packets, pearls, 
precious stones and paintings. 


THERAPY 

With the primitive type of apparatus 
and photographic materials used by the 
early workers, it was necessary to give 
long exposures, particularly for the 
thicker parts of the skeleton, such as the 
head, spine and pelvis. For instance, 
to radiograph the skull exposures of an 
hour or more with the tube but two 
inches from the head were given. In 
some cases severe burns of the head, 
face and neck developed and the one side 
of the head permanently lost its hair. 
The Lancet, in May, 1896, stated jocosely 
that ‘‘If the time that elapses before 
positive baldness was affected could be 
reduced, what an incalculable benefit 
would Roentgen’s discovery confer on 
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shavers. Thus to remove the beard 
would only require the placing of a 
Crookes’s tube for a few minutes over 
the chin before retiring to rest, when 
the next morning the ordinary applica- 
tion of soap and water would complete 
the operation. Under these cireum- 
stances, the ‘new barber’ may not im- 
possibly be one of the new outcomes of 
the ‘new photography’.’’ 

The effect of the radiation was not 
apparent until 7 to 14 days had elapsed 
from the time it was applied, but it was 
not appreciated then that the process 
was likely to be associated with disfigur- 
ing burns and permanent alopecia. This 
was only too well demonstrated later by 
the activities of beauty parlours which 
employed the rays. 

The idea of using the rays for the 
treatment of certain skin conditions was 
developed. An account of severe burns 
so produced in a youth of 17 was given 
in Berlin in 1896. The youth was sub- 
jected every day and sometimes twice a 
day to the rays for five to ten minutes 
for four weeks. Burns began to develop 
after two weeks, when he washed his face 
the skin came off in large pieces, never- 
theless the exposures were continued, 
but after five weeks the experimenter 
recorded, ‘‘For some unknown reason 
the patient has not come back to me 
since then.’’ 

These reactions of the skin to X-radia- 
tion gave rise to the conception that they 
might be used in treatment. The alo- 
pecia produced by X-radiation was 
turned to use in the treatment of ring- 
worm of the scalp, and has been largely 
instrumental in stamping out the infec- 
tion. The more severe reactions were 
employed successfully in the treatment 
of rodent ulcer. Then, owing to the dis- 
covery that prolonged radiation pro- 
duced sterility, its effects were tried 
on deeper organs in menorrhagia and 
fibroids, and met with great success. 
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Very great enthusiasm for X-radia- 
tion therapy followed the many reports 
that cancer could be cured by it. This 
was accentuated by the discovery of 
radium and the like claims made for it. 
Instruments of precision have been de- 
veloped along with units capable of pro- 
ducing radiation at ever-increasing volt- 
ages and these have been intensively 
used in all the large cities throughout 
the whole world; but though we have 
learnt much, we have learnt little to 
guide us in anticipating the response of 
the individual, consequently doses must 
still be empirical. Little originality is 
noticeable in all this widespread experi- 
mental work; an increase in the voltage, 
bringing the units to the magnitude of 
a Frankenstein nightmare; a change in 
the filtration; an alteration in the dosage 
and its application, producing results 
which vary little; alas, often but pro- 
longing or adding to the sufferings of 
a mere existence without producing a 
cure—the carcinogenic property of the 
patient’s tissues appears to be unaf- 
fected however the radiation is applied. 
We shall probably see the radiations of 
atomic disintegration turned to the same 
purpose with the same type of repetition. 

Roentgen cannot be credited with the 
results of radiation therapy, for he did 
not apply himself to this aspect—we 
need a man of such genius to remove 
us from the rut in which we are travel- 
ling in a sheep-like manner, for the cure 
of malignant diseases which was prom- 
ised still eludes us and we may’ well turn 
more of our activities into other spheres. 


X-RAY MARTYRS 


Owing to the fact that workers with 
the rays used their own hands to demon- 
strate the effect and ascertain the pene- 
tration, without knowing the danger 
they were running, many suffered burns. 
The intensity of the pain and secondary 
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changes of a malignant character which 
were induced led to loss of limb and 
eventually of life. Our debt to these 
pioneers should not be forgotten; be- 
eause of their sufferings investigations 
were made which gave us protection. 
Most large cities had a representation 
in this noble army of martyrs—a memo- 
rial was erected to their memory in Ger- 
many—Dr. Hall Edwards’s name is 
amongst them. 


EFFECT ON THE MAN 


Roentgen received very many hon- 
ours, including the M.D. of the Uni- 
versity of Wurzburg, the Freedom of 
Lennep, the Nobel Prize, the Rumford 
Gold Medal of the Royal Society and 
the Iron Cross from Hindenburg. He 
declined many invitations. To his ecol- 
leagues he is reported as saying, ‘‘The 
greatest and most wonderful joy which 
the scientist can experience, no matter 
what problems he may be studying, is 
unprejudiced research. And compared 
to the inner satisfaction over a problem 
successfully solved any outside recogni- 
tion becomes meaningless.’’ 


The remarkable publicity given to 
activities in Roentgen rays was disturb- 
ing to the discoverer and his wife. Mrs. 
Roentgen, writing to a friend, said, 
‘‘Our domestic peace has gone. We are 
almost. dizzy with all the praise and 
honours. It would be alarming if the 
man who received all this were vain, 
but you know my modest husband finds 
highest reward in the fact that he was 
permitted to accomplish something valu- 
able in serving pure science.’’ 

He wrote in all three papers on his 
investigations with the rays. He moved 
to Munich in 1900 but here his position 
was a little difficult, perhaps, it is re- 
corded, ‘‘Because of the fact that even 
before he moved a rumour had preceded 
him that it was hard to get along with 
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him. His rejection of the nobility had 
not been well taken in Munich Court 
circles and also caused hard feelings 
among many of those who had accepted 
this honour and who felt that its worth 
was diminished by Roentgen’s refusal 
to accept.’’ 

His later years were clouded by the 
prolonged and painful illness and ulti- 
mately, in 1919, the death of his beloved 
wife, the privations of the war, and the 
loss of his fortune; even his Nobel prize 
money of 50,000 Swedish kroner, which 
he had given to the University of Wurz- 
burg in the interests of science, was lost 
in the deflation. 

He was one of the first to sacrifice his 
gold: he gave his Rumford medal to be 
melted down—an act he later regretted. 

He saw his confidence in the High 
Command and his hopes of victory for 
the German cause shattered and he 
shared the miseries of it. 

But, notwithstanding these losses, for 
27 years he witnessed the triumphal 
progress made with the development 
and uses of the Roentgen Rays. 

He died on February 10th, 1923, and 
his ashes were laid to rest beside those 
of his wife and parents in the cemetery 
at Giessen. But his work was not to 
perish with him. Even in 1896 the 
Archives of Clinical Skiagraphy was 
published with the object to put on 
record in permanent form some of the 
most striking applications of the new 
Photography to the needs of medicine 
and surgery. This was the forerunner 
of the present great radiological publica- 
tions of the world. 


The Roentgen Society of London, 


founded in 1897 (now the British Insti- 
tute of Radiology) is the oldest radio- 
logical society in the world; it preceded 
the German Roentgen Society (1905) by 
eight years, it brought together physi- 
cists, manufacturers, technicians and 
medical men and their combined efforts 
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have done a very great deal to bring 
radiology to the present high standard. 


FALSE IMPRESSIONS 


No victory is achieved without some- 
one endeavouring to belittle its impor- 
tance and the work of the victor; others, 
in the frenzy to seek notoriety, exag- 
gerate or make false claims. There can 
be no doubt that many workers had pro- 
duced X-rays long before Roentgen, for 
they had experimented with similar ap- 
paratus. Lenard, who received the Rum- 
ford medal with Roentgen in 1896, had 
hinted of unexplained phenomena dur- 
ing his investigations. Sir William 
Crookes, in 1879, had used for his ex- 
periments a cathode ray tube with a 
coneave cathode and a platinum anode. 
The avenues of research were so di- 
rected that the discovery was almost in- 
evitable, but Roentgen was the first to 
observe the effects and had the sagacity 
and ability to establish the cause beyond 
any shadow of doubt. The envious 
voices of those poor spirits, who behave 
as though they were born to greatness 
but never seek or manage to attain it, 
which tried to minimise his discovery 
and pass it to others, originated other 
foolish and sometimes malicious attacks, 
which continued even after Roentgen 
moved to Munich. There seemed to be 
no doubt in the minds of his friends that 
these attacks contributed in part to 
Roentgen’s great reticence, which at 
times almost bordered on_ bitterness. 
‘‘It is almost as if I had to apologise 
for discovering the rays,’’ he said, once 
to his friends. 

Never has a discovery been credited 
with such sensational and extravagant 
claims in so many spheres of activity; 
they form a strong contrast with the 
modesty and absolute integrity of the 
discoverer. Mention has been made of 
the hopes to cure cancer. 
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Perhaps the most common fallacy was 
that X-rays could be projected in some 
way by an individual so as to enable him 
to see through objects to which he di- 
rected his attention, i.e., he could see 
through doors, clothing, and even photo- 
graph the objects rendered visible by 
the transparency of their coverings to 
X-rays. This led to the idea of pro- 
ducing X-ray-proof underclothing on 
the one hand and the prohibition of 
opera glasses purporting to use X-rays 
on the other. The Pall Mall Gazette, in 
March, 1896, stated, ‘‘We are sick of the 
Roentgen rays. It is now said, we hope 
untruly, that Mr. Edison has discovered 
a substance—tungstate of calcium is its 
repulsive name—which is potential, 
whatever that means, to the said rays. 
The consequence of which appears to be 
that you can see other people’s bones 
with the naked eye and also through 
eight inches of solid wood. On the re- 
volting indecency of this there is no need 
to dwell. But what we seriously put be- 
fore the attention of the Government is 
that the moment tungstate of calcium 
comes into anything like general use, it 
will call for legislative restriction of the 
severest kind.’’ 

Some authorities saw in the rays a 
means of inducing peaceful sleep. Cer- 
tain anatomists believed the’ rays could 
project pictures on to the brain of the 
student which would facilitate learning ; 
au physiologist suggested that the projec- 


tion of the shadow of a bone on the 
brain of a dog induced salivation. The 


religious and temperance bodies saw 
in the rays support for their doctrines. 
The more ambitious saw in the rays a 
means of transmuting base metals into 
gold, or the most economical means of 
illumination, 

With so many and varied extravagant 
claims, Punch and papers of like ilk in 
other countries had a great fund on 
which to draw for their quips and illus- 
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trations, as will be seen from the num- 
bers published during the year 1896 and 
since. 

The Electrician, of January 10th, 
1896, was evidently somewhat indignant 
at the claims, for it states, ‘‘We cannot, 
however, agree with the newspapers in 
regarding this discovery as a revolution 
in photography: there are very few per- 
sons who would care to sit for a por- 
trait which would show only the bones 
and rings on the fingers.’’ 

The British Journal of Photography 
saw another side of the picture, for, in 
July, 1896, it had an article on ‘‘Roent- 
gen work for profit,’’ in which this ad- 
vice is given, ‘‘ Whether he (the photog- 
rapher) finds the adventure at once 
profitable or not, it would undoubtedly 
be a most excellent advertisement and 
thus indirectly a source of profit.’’ 
Roentgen always showed himself averse 
to the dabbler ; the production of a radio- 
graph, a simple matter, does not carry 
with it an obvious interpretation. 

The ability to interpret can only be 
obtained by very considerable study, for 
the tissues of each individual, like the 
finger prints, are distinctive, the mani- 
festations of disease almost as variable 
and the detection of departure from the 
normal difficult. Interpretation carries 
a very considerable responsibility, for 
on it may depend the life of a patient. 
For any person who has not had the 
requisite training in interpretation to 
exploit the advice given is to be guilty 
of little short of charlatanism. 


DEVELOPMENTS SINCE 1896 


The rapid and glorious development 
of 1896 has continued ever since, and 
to-day we are seeing further improve- 
ments and extended uses. Radiographs 
of the hands in 1896 needed an exposure 
of 15 minutes to the rays and only the 
structure of the bones were 

(Continued on page 729) 
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Acute Gall Bladder Disease in the Aged 


SEBASTIAN J. CARNAZZO, B.S., M.D., F.A.C.S., F.1-C.S.* 
OMAHA, NEBRASKA 


ODAY the medical world is being 

confronted more and more by pa- 

tients of advanced years for sur- 
gical therapy. In the past, the aged 
formed a large group urgently needing 
surgery, but accounting for many of its 
failures because such individuals were 
only subjected to surgery as a last re- 
sort. The medical profession has been 
forced to grant an increased considera- 
tion to lessening the risk of operation 
to individuals of advanced years. In this 
last decade a notable advance in surgery 
has been made in its application to pa- 
tients of this higher age group, so that 
one daily sees these older people go 
through heavy surgical procedures with 
a surprisingly low mortality. This has 
come about due to more intelligent pre- 
operative and postoperative treatment, 
safer anesthesia and greater attention to 
operative technic. 

In the past, acute gall bladder dis- 
ease has been one of the most common 
illnesses to plague these older people, 
resulting in high loss of life. Lately 
much has been written about the man- 
agement of acute gall bladder disease in 
regard to individuals of the younger 
age group but with very little reference 
to the older group. In reviewing the 
literature, one is confronted with numer- 
ous reports, many of which advocate 
opposed types of therapy, which in many 
instances has led to confusion. 

We have found acute gall bladder dis- 
ease in an individual past 55 years of 
age to be an exacerbation of a long 


c 


*From the Department of Surgery, Creighton 
School of Medicine, Omaha, Nebraska. 


705 


standing chronic disease which has dam- 
aged the entire biliary tract. We have 
also noted that in the treatment of acute 
gall bladder disease in the patients there 
persisted two problems, (1) marked 
change in the biliary tract as a result 
of prolonged infection, (2) general sys- 
temic disorders that are common in the 
advanced age group. 

The general systemic disturbances 
which we have encountered have been, 
(1) Diabetes Mellitus, (2) Arterioscle- 
rosis, (8) Chronie Nephritis, (4) Cardiae 
Disease, (5) Hypertension, (6) Nephro- 
lithiasis, (7) Acute and Chronie Pan- 
creatitis, (8) Obesity, (9) Bronchial 
Asthma and (10) Arthritis. We have 
also noted that there seems to be some 
evidence of interrelation between these 
organic disorders and a long standing 
biliary tract disease. 

It has been our experience to find 
higher incidence of organic disorder in 
patients with, than those without, dis- 
ease of the gall bladder. We have noted 
that patients 55 years of age and older 
who were operated for acute gall bladder 
disease revealed damage to the biliary 
tract and their general systemie status 
showed signs of age beyond their years. 
We were obliged to evaluate the risk to 
each individual and to combat the mani- 
festations of organic disorders before 
operation; by so doing every precaution 
was taken to avoid any complication that 
might have followed surgery. Over a 
period of four years, we have treated 
surgically 50 patients who were 55 years 
of age or older, who were suffering from 
acute gall bladder disease; it is over 
these patients that we have been most 
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greatly concerned. The eldest was 87 
years of age, the youngest, 55. This 
group included 30 women and 20 men. 

In seeking to estimate the duration of 
symptoms, we found difficulty in obtain- 
ing a satisfactory history in a few due 
to their extreme illness, but most of them 
gave a history of gall bladder disease 
extending over a great many years; if 
one persisted, the history often extended 
into the early decades of their lives. In- 
tolerance to fatty foods, indigestion, 
belching and bloating after meals, pain, 
nausea and vomiting or occasional jaun- 
dice frequently constituted the history. 

The duration of the attack, resulting 
in the hospitalization of the patient, 
varied from a few hours to several 
weeks. In all our cases abdominal pain, 
which originated either in the right 
upper abdomen, in the epigastrium or 
as a general abdominal pain, was the 
chief complaint. Some reported radia- 
tion of pain to the back, to the right 
shoulder or across the abdomen. Ab- 
dominal distention was noted in some 
and marked tenderness localized in the 
right upper abdomen was present in all. 
Some had chills and fever with their 
attack; nausea and vomiting were pres- 
ent in most. Jaundice was present in 
some and a few gave a history of pre- 
vious jaundice. Hiccoughs, cough and 
difficulty in breathing were present in 
a few. An enlarged mass was palpable 
in the right upper abdomen in most. 

The preoperative temperature ranged 
from 98.6° F. to 105° F. Blood pressure 
readings varied widely from systolic 
130 to diastolic 90 and from systolic 250 
to diastolic 140. Pulse rates ranged 
from 70 to 130 per minute. 

Complete blood count was done on all 
upon admission. The hemoglobin ranged 
from 85 per cent to 100 per cent. The 
red cell count ranged from 4,000,000 to 
5,190,000. The white cell count ranged 
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from 9,750 to 25,650 with 76 per cent to 
92 per cent neutrophiles. Sedimentation 
rate was rapid in all cases. Urinalysis 
revealed some albumin and casts in 
some; sugar was present in all diabetics. 
Fasting blood sugar tests were made 
on all; levels less than 100 mgm. per 
cent were obtained in non-diabetics and 
from 120 to 350 mgm. per cent were 
present in diabetics. Blood urea nitro- 
gen determinations were within normal 
limits in all. The prothrombin and 
icterus index determinations were within 
normal limits in most cases with the 
exception of the jaundiced individuals 
where some increase was_ revealed. 
Blood amylase and lipase were increased 
in some. Blood cholesterol was within 
normal limits in all. 

X-ray of the abdomen (simple flat 
film) revealed an underdetermined mass 
in the right upper abdomen in some and 
a peculiar gas shadow in the region of 
the gall bladder in a few. X-ray of the 
chest showed some inflammatory reac- 
tion in the base of the right lung in a 
few; the heart was found to be enlarged 
in the hypertensive groups. Electrocar- 
diographie studies revealed myocardial 
damage in a few; in some there was evi- 
dence of coronary disease. 

It was difficult to correlate our labo- 
ratory findings with our clinical findings 
for we have found that some of our per- 
forated cases did not appear as ill as 
our mild cases. Therefore, it was diffi- 
cult to determine on whom to operate 
immediately and with whom to wait; 
each acute case had to be studied indi- 
vidually and operated upon only as it 
was deemed necessary. We waited for 
the subsidence of the acute symptoms 
whenever possible. 

At operation, there was present in all 
of our cases, a grossly enlarged and 
tensely distended gall bladder, thick 
walled, plum-blue in color, enveloped by 
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inflamed and matted omentum and cov- 
ered by the colon. Stones were found in 
all of our cases with impaction of a 
good-sized stone in the cystic duct. Per- 
foration had occurred in eleven cases 
with the presence of a sub-hepatic ab- 
scess in two and empyema of the gall 
bladder in four. The lumen of these gall 
bladders was filled with a dark green, 
foul smelling material in some; a large 
amount of frank free pus was present 
in the lumen of others. The serosal sur- 
faces were greatly injected and hemor- 
rhagic. The walls of the gall bladders 
were very thick and friable. The muco- 
sal surfaces were gangrenous and ne- 
crotic in some and very green in color, 
while others were black. Staphylococcus, 
Streptococcus and Colon Bacillus were 
present in the fluid from some of the 
lumens of these gall bladders. 

On admission to the hospital, a careful 
survey of the patients was made includ- 
ing complete laboratory studies; their 
general systemic conditions were treated 
along with the acute illness. Pulse, tem- 
perature and respirations were taken 
every two hours. Morphine sulphate 
and atropine sulphate were given for 
pain. If distention, nausea and vomit- 
ing were present, a Levin tube was intro- 
duced through the nostril into the 
stomach and continuous gastric suction 
was begun. Nothing was given by mouth 
except ice water; ice bags placed on the 
upper abdomen gave great relief of pain 
and comfort to the patient. Dextrose 
solution 10 per cent in sterile distilled 
water, 1,000 ec., with 100,000 units of 
Penicillin were given intravenously 
every twelve hours. Blood transfusions, 
500 ee., were given in some eases if there 
was evidence of shock. 

All cardiac cases were completely com- 
pensated by digitalization and all dia- 
betics were made sugar free by insulin 
and diabetic diet before any operation 
was attempted. Sodium Sulfamerazine 





J. CARNAZZO 





J. INTERNAT. 
COLL. SURG. 


5 grams was given intravenously once 
daily for several days. Vitamin K, large 
doses of Ascorbic Acid, 1 gram, and 
Vitamin B Complex, 2 ec., were given 
intramuscularly once daily. 

All were given a good cleansing enema 
on admittance, and their abdomens and 
chests surgically prepared. All patients 
were seen from two to three times a day 
and their symptoms and findings were 
carefully scrutinized. 

If temperature, pulse and respirations 
continued to rise and the symptoms did 
not subside for 72 hours, the operation 
was performed. But if the temperature, 
pulse and respirations and the symptoms 
did subside, the operation was _per- 
formed at the most opportune date, 
usually between a week and ten days 
later. Most of our cases showed sub- 
sidence of symptoms in the first 72 
hours, including the perforated cases, 
with the exception of two; one male, 87 
years of age, whose temperature rose to 
105 degrees who was operated upon 
within 8 hours of admittance; and one 
female, 61 years of age, whose tempera- 
ture rose to 103 degrees who was oper- 
ated upon about 72 hours following 
the onset of symptoms. 

Cholecystectomy was carried out in 
all of our cases with no deaths. It is 
our opinion that this is the operation of 
choice, not only because it removes the 
primary site of the disease but also re- 
moves the principal source of acute com- 
plications. Cholecystectomy was per- 
formed in all of these cases without 
much difficulty and without much trauma 
to the liver. The common duct was ex- 
plored in one case because of existing 
jaundice and no stones were found. 
Spinal anesthesia was used in most of 
these cases; supplementary anesthesia 
of cyclopropane, nitrous oxide and oxy- 
gen, ether and pentothal sodium was 
used in some. 








J. INTERNAT. 
COLL. SURG, 


The abdomen was opened either 
through a transverse incision or through 
a high mid-line incision radiating to 
the right, for it was found that this gave 
the best exposure of the gall bladder 
and the common duct. The skin edges 
were protected by large abdominal packs 
and a self-retaining abdominal retractor 
was introduced. The colon was carefully 
separated from the gall bladder; if an 
abscess was found, all the contents were 
aspirated and the operation continued. 
The colon, omentum, duodenum and 
stomach were carefully packed away 
with large Mayo laps. A small wet pack 
was placed at the posterior portion of 
the abdomen in the region of the fora- 
men of Winslow, the liver was carefully 
covered with abdominal packs, the gall 
bladder was grasped with Allis forceps 
and a small trochar introduced into it 
to evacuate all fluid contents for culture 
and to reduce its size. The opening was 
next closed with a large curved forcep, 
the ampulla was grasped with a large 
forcep and the eystie duct and artery 
exposed, The common duct was exposed 
and the cystic duct and artery were 
clamped and cut; the gall bladder was 
removed from below upwards. The 
cystic artery and duct were carefully 
tied with cotton and at the same time 
bleeding from the gall bladder bed was 
controlled with hot packs. Two Penrose 
drains were introduced in Morrison’s 
pouch, and two were placed in the region 
of the cystic duct for drainage. Two 
grams of sulfanilamide and two grams 
of sulfathiazole were sprinkled in the 
peritoneal cavity in the region of the 
gall bladder bed and in the region of 
the cystic duct. All sponges were ac- 
counted for and the omentum was placed 
in the region of the gall bladder bed 
and cystic duct; the colon was allowed 
to drop into its normal position. The 
peritoneum, muscle and fascia were 
closed with a continuous #2 chromic 
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double suture. The fascia was rein- 
forced with #2 chromic double suture 
and the wound washed out with ether. 
The skin was approximated with cotton. 

During the operation, all patients re- 
ceived intravenously either Dextrose 
Solution 10 per cent in sterile distilled 
water, or a blood transfusion or blood 
plasma. Metrazol or Coramine (1 ce. 
dose) was given intramuscularly before 
each patient left the operating room; 
this was continued every 15 minutes 
until four doses had been given. This 
was carried out to increase hyperventila- 
tion and for the prevention of pulmo- 
nary atelectasis. Gastric suction was 
immediately begun when patients ar- 
rived at their rooms and -was continued 
for several days. Nothing was allowed 
by mouth except water until the Levin 
tube was removed. Dextrose Solution 
10 per cent in sterile distilled water, 
1,000 ec., with 100,000 units of Penicillin 
was given intravenously and continued 
every ‘twelve hours for several days; 
Penicillin, 25,000 units, was given intra- 
muscularly every three hours for 6 to 7 
days. 

Blood transfusion, 500 ee., was given 
on the day of operation and repeated 
as often as necessary for the prevention 
of shock and for the replacement of 
blood lost during and after the opera- 
tion. Morphine or Demerol was given 
whenever necessary for pain. Retention 
urinary catheter was introduced into the 
bladder and attached by extension to a 
bottle to the side of the bed for several 
days for continuous urinary drainage. 

Toe, foot, leg and deep breathing exer- 
cises were urged frequently for the pre- 
vention of phlebothrombosis, emboli 
and pulmonary atelectasis. Prostigmine, 
1/2,000-1 ec. ampule, was given intra- 
muscularly every four hours for ten 
doses as a vascular antispasmodic and 
for the contraction of the small bowel. 
Sodium thiosulphate or tetrathione in a 
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10 per cent solution, 10 e¢., was given 
intravenously once daily as an anti- 
coagulant until they were up and about. 

Ascorbic Acid, 1 gram, was given in- 
tramuscularly daily for wound healing 
and was continued by mouth as soon as 
the Levin tube was removed. Digital- 
ization was continued for all: cardiac 
cases. Insulin was given to all diabetics 
and an anti-diabetic regime was begun 
as soon as possible. 

Patients were allowed to sit up in bed 
on their first postoperative day and in 
a chair on their third or fourth post- 
operative day. They were allowed to be 
up and about on their fifth or sixth post- 
operative day. This was done for the 
prevention of weakness which always 
followed in these older individuals when 
confined to bed. The Levin tube was 
usually removed on the third postopera- 
tive day and a cleansing enema was 
allowed on that day. 

A liquid diet was begun on the day 
that the Levin tube was removed and 

ras gradually built up to a regular diet. 
Multivitamins were given three times a 
day before meals for several weeks or 
months thereafter. Sutures were re- 
moved on the fourteenth postoperative 
day; wounds were completely healed in 
a month to six weeks. There were some 
pulmonary, cardiac, wound, urinary and 
diabetic postoperative complications but 
all recovered without any residual 
effects. 

Their average hospital stay was from 
two weeks to a month. All were able 
to return to their normal mode of living 
in two months and none has had any re- 
currence of symptoms to date. 

This small series of fifty cases with 
acute gall bladder disease in patients of 
this older age group represents rather 
well a common problem of today; we feel 
that it only makes up a small part of 
geriatric surgery. These elderly indi- 
viduals should be regarded and treated 
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with great care; preventive surgery 
should reduce the number of such cases, 
that is if surgical intervention in the 
earlier decades when acute gall bladder 
disease arrests an early phase of the 
affection; if our contention is correct, 
many general organic disorders may be 
interrupted. 


CONCLUSIONS 


Acute gall bladder disease occurs fre- 
quently enough in individuals over 55 
vears of age to warrant special consider- 
ation by the medical profession. In this 
group of individuals, acute gall bladder 
disease should be looked upon as a com- 
plication of a disease of long standing. 

The incidence of organic disorders has 
been found to be higher in individuals 
with, than in those without, gall bladder 
disease. Acute gall bladder disease in 
individuals over 55 years of age requires 
urgent and careful surgical considera- 
tion. The recognition of the extent of 
the clinical problem in the care of these 
patients, the employment of adequate 
but radical surgical therapy and proper 
attention to general organic disorders 
present should be carefully carried out. 
With proper preoperative and postoper- 
ative treatment, safer anesthesia and 
greater attention to operative technic, 
these older individuals can be operated 
upon with a low mortality rate. 

Cholecystectomy is the operation of 
choice; it was carried out in all of our 
cases with no deaths. 


CONCLUSIONS 


Les maladies aigués de la vésicule 
biliaire chez des individus ayant dépassé 
la cinquantaine sont d’une fréquence qui 
justifie leur considération par le corps 
médical. Chez ces individus, il faut 
envisager une crise aigué conime |’ex- 
pression d’un trouble de longue durée. 
L’incidence de troubles organiques est 
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plus fréquente chez ces individus que 
chez ceux n’ayant aucun trouble de la 
vesicule biliaire. I] faut employer chez 
ces malades une therapie chirurgicale 
adéquate et radicale. Tl faut aussi 
soigner les différents troubles organ- 
iques presents avec préparation soignée 
pré-opératoire et post-opératoire, une 
anesthésie soignée et une bonne tech- 
nique opératoire, ces individus peuvent 
étre opérés et ne donnent qu’une mor- 
talité trés basse. La cholecystectomie 
est l’opération de choix. Dans nos eas, 
n’avons en aucun décés. 


RESUMEN 


La literatura médica moderna se ha 
ocupado suficientemente del tratamiento 
quirtrgico de las afecciones agudas ‘de 
la vesicula biliar, pero sin hacer especial 
referencia a los problemas especiales 
que se presentan en el tratamiento de 
estas afessiones en individuos que han 
rebasado los cincuenta y cinco de edad. 

En el presente trabajo voy a ocuparme 
precisamente de este aspecto del prob- 
lema, pues, la mayor edad del paciente 
ha sido hasta tiempo reciente un factor 
importante que considerar antes de de- 
eidir la necesidad de una intervencién 
quirtrgica, dado que las posibilidades 
de éxito post-operatorio se encuentran 
reducidas. 

Durante los ultimos cuatro afios hemos 
puesto especial atencién al problema y 
hemos operado con exito a treinta mu- 
jeres y veinte hombres afectos de cole- 
cistitis aguda y comprendidos entre los 
cincuenta y cinco y ochenta y siete aiios 
de edad. Los riesgos operatorios han 
sido reducidos at minimo valiéndonos 
de técnicas mas avanzadas de los pro- 
eresos de la anestesia utilizando to- 
dos los medios que la medicina mo- 
derna pone en nuestro aleance para 
eliminar las complicaciones pre- y post- 
operatorias. 
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Kn todos nuestros casos hemos encon- 
trado que el proceso agudo constituia la 
exacerbacion de una infeccién crénica. 
Dos son los principales problemas tera- 
péuticos. Primero, la infeccién pro- 
longada durante muchos anos ha pro- 
ducido un cambio mareado en la regién 
biliaria, y segundo, nuestros enfermos 
por su edad presentaron frecuentemente 
los desérdenes sistematicas correspon- 
dientes. Estos desérdenes han sido los 
siguientes: 1. Diabetes Mellitus; 2. Arte- 
riosclerosis ; 3. Nefritis crénica; 4. Pade- 
cimientos cardiacos; 5. Hipertensién; 6. 
Lithiasis renal; 7. Pancreatitis aguda v 
cronica ; 8. Obesidad ; 9. Asma bronquial ; 
y 10. Artritis. 

Kin cada caso hemos utilizado genero- 
samente recursos de laboratorio y de la 
radiologia. 

Hemos utilizado anestesia raquidea 
suplementada en ocasiones por aneste- 
sia, por gas, 0 intravenosa, y practicado 
la colecistectomia en todos los casos, 
siguiendo las téeniecas habituales. En 
todo ello, hemos encontrado caéleulos en 
las vesicula y en el canal cistico, con 
bloqueo del mismo; la vesicula dilatada 
y grandemente distendida y adherida al 
epipl6n irritado, y era de un color 
azul-purputreo. 

A todos nuestros enfermos se les ha 
permitido sentarse al tercer dia, y andar 
al quinto o sexto. El levantamiento pre- 
coz tiene ventajas indurables en los 
ancianos. 

La vigilancia post-operatoria debe 
ser particularmente cuidadosa para 
poder atacar en su principio las com- 
plicaciones. 


3akJHO4UeHHA 


Octpbie 3a60eBaHHA 2*KeMYHOrO Ny3bipA 
cuyuawtca y OOJIbHbIX CBbIWe 55 eT O- 
CTATOYUHO Y4aCTO, UYTOOI 3aCJIYXKHTb OCO- 
OeHHOe BHHMaHHe Bpayel. B sToM rpynne 
OOJIbHBIX OCTpoe 3a60JleBaHHe *KeUHOTO 
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Ny3bIpAx MOJKHO CUHTATbCA OCIO#KHEHHeEM 
ourohw O6o7e3HH. 

Uactota OpraHWuecKHxX paccTpOHcTB y 
6OJbHBIX C OOe3HbIO #KeTYHOTO My3bipA 
ropa30 BbIlIe 4eM y OOUbHBIX 6e3 2*KeVY- 
HOH Some3sHH. Octpoe 3a60/eBaHHe *KeJu- 
HOrO Ny3bipsA y OObHbIX Gowee 55 eT Tpe- 
OyeT cnewHOro HM OCTOpOxXHOrO XHpypru- 
yecKOroO BHAMAaHHA. 3aboTa 06 3ITHX OOUJb- 
HbIX TpeOyeT: paciO3HaHHe WHPHHbI KJH- 
HH4eCKOH 3aa4uv, MpHMeHeHHe aeKBaT- 
HOM pawuKaJbHOM XHpyproTepanuu HU BHH- 
MaHHe K OOWIMM OpraHHyuecKHM MOparxKeHH- 


(Continued from page 670) 


de la trombopenia escorbitica, usual- 
mente, son revividos por la extirpacion 
del higado. Es esencial remover todas 
las partes accesorias del higado para 
evitar la repeticion de los sintomas. El 
primer sintoma de la enfermedad de 
Banti, conocida también con el nombre 
de anemia esplénica, puede ser la hema- 
temesis. Tales pacientes deben ser ope- 
rados con rapidez para prevenir la 
cirrosis del higado seguida por ascitis. 
Debe tenerse en cuenta la proximidad 
transtoracica para la remocién del 
higado. 


3akm1O4ueHHA 


OnyxouH mopaxatoT cese3eHKy peKO, 
CaMble OObIKHOBeHHbIe 3TO CapKOMa. Temo- 
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aM. XOpoulee HM MpaBHJIbHOe O- UH Mocwe- 
onepaTHBHOe seuveHHe, Gomee GesonacHan 
aHecTe3HA HW OO/buIee BHHMAaHHe K ONepa- 
THBHOH TeXHHKe JlalOT HH3Ky!0 CMepTeJb- 
HOCTb B 9THX MOMKHMIbIX OOJbHbIX. 

XOJICMHCTEKOMHA OMpewzeeHHO Mpeszno- 
yMTaeTCA. ITa ONepayHA Obla NpoHsBeLe- 
Ha BO BCeX Hallux Ccayyanx 6e3 cMepTeJb- 
HOrO HCxOa. 


Note: IMlustrations and other pertinent items will 
be found in the Spanish version of this material on 
p. 764. 


JIMTHYeCKAan KETYXa MOKET ObITh Kak MpH- 
o6peTeHHOH, TaK HW HaCJIeACTBeHHOHK Ooe3- 
HbiO. CIJe€HeEKTOMHA BbIeYHBaeT 9THX 
OoubHbIX. Onepauua A OOnerueHus re- 
MOJIMTHYCCKOH XKeJTYXH MpakTH4ecKa BO 
BCHKOM BO3pacTe. CHMIITOMbI trombocyto- 
peniae purpurae OOLIKHOBeHHO yJy4llaloTca 
ciueHeKTOMHeH. UTOObI mpexOTBpaTHTb pe- 
I€@HBbI HEOOXOAHMO yJlaJIHTb Bce 106a- 
BOUHbIe CeleseHKH. IlepBbIM CHMIMTOMOM 
6oue3Hu Banti, i.e. ceme3eHOUHOM AHEMHH, 
ABIACTCA KPOBAaBaA pBOTa. ITH OOJbHBIC 
JOJOKHbI ObITb ONePHPOBAaHbI paHo, YTOOHI 
IIpeMOTBpaTHTb WHPpo3s MeveHH HM ACTA. 
Hy2XHO pacCMaTpHBaTb BO3MOXKHOCTD rpyd- 
HOrO NOAXOMa WIA YLaseHuA Cee3eHKH. 
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A Case of Peritenonitis Calcificans et Ossificans 
in an Unusual Location 


H. NOHTERI * 
HELSINKI, FINLAND 


LOFGREN has recently (Duo- 
decim 1946) dealt with the ques- 
tion of bursitis calearea and its 

treatment in particular, in the light of 
a few cases which became manifest in 
an unusual location. He gives a short 
survey of the recent literature in which 
the etiology, location and therapy of 
calcium deposits are discussed. P. KE. A. 
Nylander (1928) has reported a case 
of ‘‘ealeium gout’’,.in which the calcific 
tumor formations adhered firmly to the 
tendon sheaths of the flexor muscles in 
the fingers. Although the case described 


below resembles Nylander’s case in 
character to some extent, I have not 
come across any similar to the one 


which follows in any of the literature 
at my disposal. 
CASE REPORT 
The patient is the wife of a farmer, aged 
49, admitted to the hospital for the first time 
on February 14, 1946. 
Case History: Family history is not sig- 


nificant. Health has been generally good 
heretofore. There was no history of venereal 


disease. In 1940, the patient injured her right 
heel on a stone. Since then, the inner side of 
the foot has been tender. In connection with 
evacuation during the war, the patient was 
compelled to walk long distances, in conse- 
quence of which the pain was aggravated. 
In the course of time, a tender protuberance 
appeared on the inner side of the foot when 
walking; the lump gradually increased in 
size. There was occasional swelling in the 
region of the ankle, but movement was not 





* From the First Surgical Clinie of the University, 
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restricted, there was no discoloration of the 
skin and no elevation of temperature. 

Physical Examination: The patient is of 
ordinary build. No pathological changes are 
observable in lungs and heart; tendon reflexes 
are normal, 

On the medial aspect of the right lower 
limb, there is a dilatation of veins correspond- 
ing to the course of the long saphenous vein 
and proceeding from the lower leg almost to 
the inguinal fold. Two finger breadths below 
the media malleolus an oblong, nodular 
tumor-like formation is observed which con- 
tinues along the inner side of the foot, as 
far as the sole; its borders are indistinct 
and fluctuation is found in places. The 
tumefaction is slightly tender to the touch 
and immovable with relation to its base but 
the surface skin is movable and of ordinary 


color. Movements in adjacent joints are 
normal. There are no tactile disturbanees. 
Blood: Ugb. 77 per cent (Sahli), ery- 


throcyte count 4,420,000. Leukocyte count, 
6,400. Index, 0.92. Blood calcium, 13 mg. 
per 100 ce. WR —, Kahn —. 

Roentgen Ray Findings: On the medial 
side of the right foot in the area of the flexor 
tendons there is a very marked shadow from 
a calcium deposit, but with no bone destruc- 
tion or focal shadows. Also in the region of 
the medialis of the tuber caleanei, there is a 
small shadow from calcified matter. 

Operation: At extirpation, two loose 
tumors were noted in the immediate sub- 
cutaneous tissues; they were of the size of 
the tip of a little finger. The tumors were 
composed partly of firm connective tissue, 
partly of bone. In the space between the 
long flexor tendons and m. abductor hallucis 
brevis, an accumulation of the mentioned 
partly ossified, fibrous tissue fragments was 
encountered. They did not adhere to the 
tendon sheaths or the muscles and were re- 
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moved without difficulty, partly with a The opinions of various investigators 
sharp-edged ladle. regarding the causes of calcification 

The operative wound healed by first in- have varied considerably. Some workers 
tention and the patient was discharged from mention different infections (pneumonia, 
hospital on March 7. rheumatic infections, tonsillitis, osteo- 


The pathologic-anatomical record was as 
follows: the specimen contained bone tissue 
which was partly hyalinized and associated 
with the occasional appearance of inflamma- 
tory infiltration (lymphocytes). Nothing 
was found pointing to malignant degenera- 
tion. On analyzing the removed tumors 
chemically, the CaO-value of 6.8 per cent was 
obtained. 

On readmission to hospital, April 23, two 
protuberances of the size of the tip of a 
little finger were noted below the external 
malleolus. The protuberances adhered to 
their base and partly to each other; the skin 
on the surface was mobile, and the tumo:s 
were slightly tender to the touch. On the 
plantar surface of the calcaneus a slightly 
raised lump, the size of a bean, could also 
be felt and was similarly slightly tender to 
the touch. Roentgenological examination re- 
vealed the same type of shadow in the area 
of the peroneus tendons. 

Operation: At excision, a bean-sized tumor 
was detected also here in the subcutaneous 
tissue and the tumor was adherent to a con- 
nective tissue nodule, the size of a finger-tip. 
The latter, again, adhered firmly to the 
retinaculum peronaeorum inferius. The 
tumor was removed by sharp dissection and Roentgenogram of reported case. Upper: Before 
the retinaculum was found to be markedly operation. Lower: Following operation. 
thickened. A biopsy was taken from its edge. a ms 

The  pathologic-anatomical examination myelitis, syphilis, gonorrhea, ete.) as 








showed the tissue to be firm and fibrous. De- the primary cause (Sandstrém, Horibe, 
generation of connective tissue fibers and Schwarz). Most workers (Boardman, 
inflammatory infiltration appeared in places. | Kohler, Pohl), consider trauma or local 
The inflammatory cells were mainly lympho- over-exertion either the primary cause 
cytes. The histologic examination indicated or a factor promoting the degenerative 
a chronic inflammation. process. The question whether calcifica- 


Calcified matter was not fou i , . : . . 

fied matter was not found in the tion ig a primary occurrence in the 
tumor-like nodules of connective tissue nor . 
: ; tendons and secondary in the bursae 
in the specimen obtained from the retanacu- Sei Niel aekias al a 1 
lum peronaeorum inf. A loose caleium frag- wie — nines, dg oma ; ” Genere 
ment was removed. however. from the CPimion seems to favor this conclusion 

4 4 Nahs« . » . Yr ‘. . 27) 2 

surface of the aponeurosis plantaris in the (Sc haer, Debrunner, Sandstrom, ete.). 
region of the tuber caleanei. The operative According to these workers, bursites are 
wounds healed by first intention and the only states of irritation caused by cal- 
patient was discharged on May 9. cium masses in the surrounding tissues. 
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Calcification generally appears at an 
age when people are most actively at 
work and those tendons are mainly 
affected in which the bundles of fibers 
spread forming a flat fibrous aponeu- 
rosis, for instance, the aponeurosis 
plantaris and aponeurosis volaris. Cal- 
cium deposits are common in the tendon 
of m. biceps in sulcus intertubercularis, 
in the tendon of the m. supraspinatus ; 
at the point of insertion of the Achilles’ 
tendon or the plantar muscles, ete. Cal- 
cium crystals are either on the surface 
of the tendons or penetrate between the 
fibers and into the surrounding tissue. 
Roentgenologically the calcium deposit 
close to the tendons is revealed as an 
intense shadow. 

In the etiology of the present case, 
the pathogenic role of trauma is undeni- 
able. It has evidently caused hematomas 
in the tissues surrounding the tendons; 
as the hematomas organized, the fibrin 
layers caused a reactive, aseptic inflam- 
mation. As the case history reveals that 
the limb has been subjected to repeated 
trauma, notably on account of the long 
walks, the ensuing connective tissue pro- 
liferation with its usual signs of chronic 
inflammation (lymphocytes, infiltration 
of plasma cells, proliferating fibroblasts) 
is easily understood. This opinion is 
supported also by the clinical picture. 

It may be assumed that various de- 
generative changes in the tissues adjoin- 
ing the tendons have occurred at a later 
stage of the process. Degeneration of 
connective tissue with associated necro- 
sis, calcification and even ossification 
evidently occurred also in this case— 
this is known from the pathology of 
necrosis in general. The loose frag- 
ments containing connective tissue and 
bone found in the interspace of the 
tendons and muscles would accordingly 
be the final results of the pathological 
process described above. 
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This opinion is supported by the fol- 
lowing observations. Kalima has (per- 
sonal communication) described a case 
in which a thin bone plate (7 by 3 em. 
or 2.54 by 1.09 inches in size) was found 
on the surface of the linea alba in a 
laparotomy scar following’ uleus resec- 
tion some years after operation. The 
histological examination revealed this 
to be composed of slightly spongoid 
bone. Such a cicatrical ossification of 
a wound may be easily accounted for 
pathogenetically. 

In the present case, tumor-like forma- 
tions containing spongoid bone appear 
along with the ordinary calcium de- 
posits. The former is a distinctly pro- 
ductive phenomenon or a proliferative 
occurrence arising from the fibroblasts ; 
the latter is degenerative, calcium con- 
cretions appearing in the necrotic or 


necrobiotic tissue, as is very often 
the case in connection with necrotic 
processes. 


On the other hand, so-called adven- 
titious bursae are known which appear 
in parts subjected to prolonged local or 
physiological pressure. The bursae seen 
in connection with hallux valgus over 
the metatarsal bones or on the acromion 
process may be mentioned. Also in the 
neighborhood of the flexor tendons, a 
bursa formation might conceivably have 
appeared as a result of a primary 
traumatic inflammation and prolonged 
pressure; when the bursa undergoes de- 
generation, the mentioned loose tumor- 
like tissue fragments would remain. The 
earlier hypothesis seems, however, more 
natural. 

The connective tissue proliferation 
arising from retinaculum inferius of the 
peroneus tendons should also be consid- 
ered a result of an aseptic inflammation 
due to traumatic irritation later accom- 
panied by a local chronic state of irrita- 
tion caused by the movements of the 
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tendons. As known, calcium concretions 
in the area of the heel are included 
among the ordinary calcium deposits 
appearing at the points of insertion of 
muscles. 


SUMMARY 


An accumulation of calcium matter 
appearing in the area of the flexor 
tendons of the right foot of a middle- 
aged woman is described. It is composed 
of loose tissue fragments containing con- 
nective tissue, calcium matter and bone, 
and is wedged between the flexor ten- 
dons and m. abductor hallucis brevis. 
An inflammatory tumor-like formation 
is adherent to the retinaculum pero- 
naeorum inferius and there is a typical 
calcium concretion on the surface of 
the aponeurosis at the insertion of the 
plantar muscles. A traumatic hematoma 
is assumed to be the primary cause of 
the process. Accordingly the findings 
reported would seem to be a result of 
the organization of the hematoma and 
of various degenerative and necrobiotic 
changes in the connective tissue. 


RESUME 


L’auteur décrit une accumulation de 
matiére calcifique dans les tendons flé- 
chisseurs du pied droit d’une femme de 
moyen age. Cette accumulation est com- 
posée de tissu conjonctif, de substance 
ealcique et d’os et est coincée entre les 
tendons fléchisseurs et l’adducteur bref 
du gros orteil. Une formation de nature 
inflammatoire adhére au_ retinaculum 
péronéo en inférieur et il y a aussi une 
concrétion calcique typique sur la sur- 
face de l’aponéorose a |’insertion des 
muscles plantaires. La cause primaire 
de cette condition probablement est un 
hématome. II se peut que la condition 
soit die 4 l’organisation de l’hématome 
et & des changements dégénératifs et 
nécrobiotiques dans le tissu conjonctif. 


NOHTERI 


715 


J. INTERNAT. 
COLL, SURG. 


RESUMEN 
Se describe la acumulaci6n de materia 
calcificada que se presenté en la regién 
de los tendones del flexor del pie derecho 
de una mujer de edad mediana. La 
acumulacién se componi de fragmentos 
de tejidos sueltos conteniendo tejido 
conuntivo, materia calcica y hueso, 
metido en cufa entre los tendones del 
flexor y el abductor hallucis brevis. Un 
tumor inflamatorio queda adherido al 
reticulo peroneus inferior con la existen- 
cia de un caleulo tipico de calcio en la 
superficia del aponeurosis en la inter- 
seccion de los mitisculos plantares. Se 
supone inmediatamente que la primera 
cause de este proceso es un hematoma 
traumatico. De acuerdo con ésto el 
hallazgo de que se informa en este 
trabajo podria considerarse el resultado 
del hematoma y de varios cambios de 
gene rados y gangrenosos en el te jido 
conjuntivo. 


CBon 

OnucaHa aKKyMYyJISLMA = U3BECTKOBOrO 
MaTepHaJia B OOWacTH CyxOxKHIMH cruOatTe- 
eH MpaBoH HOrH y 2XKeHULMHbI cpezHero 
BO3pacTa. OHa COCTOHT H3 CBOOOHbIX 
TKaHHbIX (pparMeHTOB, COepxKallux coe- 
JIMHUTeCJIbHY!O TKAHb, H3BECTKOBbIN MaTe- 
pHa HW KOCTb, BCH Macca OyAy4N BKJAHHeHAa 
M@KILY CyYXO#KHIHeEM UM m. abductor brevis. 
BocnaJuTeibHad, MOXOKaA Ha OMNyXOJb 
(popMaluua Mputasna K retinaculum pero- 
naeorum inferius, a TakK2xKe HaXOJUTCA TaM 
THINH4HaA H3BeECTKOBaA KOHKpellHsA Ha M10- 
BePXHOCTH alOHeBpO3a y IIPHKpenweHHu 
CTYNHbIX MBI. JLyMatort, 4TO TpayMaTH4e- 
CKad TeMaTOMa ABIAeTCA MepBHYHOH MpH- 
4HHOH 9TOrFO MpoLnecca. IlosyTOMYy 1010%#KeH- 
Hble HAMJeCHHbIe ABIAIOTCA PC3YAbTATOM OP- 
raHH3al\WW FeMaTOMbI HM pa3HbIx erenepa- 
THBHbIX H HEKPOOHOTHUeCKHX TepeMeH CO- 
CLHHHTCIbHOH TKAaHH. 
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Fine Chromic Catgut versus Cotton Sutures 
in Wound Closure 


G. A. STEVENS, M.D., F.A.C.S., F.1-C.S., Commander, (MC) USNR * 
H. P. SLOAN, M.D., Commander, (MC) USNR 
W A. WICKHAM, M.D., F.A.C.S., Lieutenant Commander, (MC) USNR 


AND 


T. P. FOLTZ, M.D., F.A.C.S., Lieutenant Commander, (MC) USNR 


HE differences of opinion as to 

the relative merits of absorbable 

and non-absorbable sutures sug- 
gest that no suture is entirely satisfac- 
tory. Silk and, more recently, cotton 
have become increasingly popular. A 
few reports advocate the continued use 
of catgut. Two of the studies suggest 
the superiority of fine chromicized cat- 
gut over the larger sizes of the same 
material, as well as over plain catgut or 
silk. 

The studies of Bates’ indicated that 
exudative reaction occurs early follow- 
ing the use of plain catgut. His experi- 
ments showed that this reaction delays 
the appearance of fibroblasts and there- 
fore retards wound healing. When 
chromic catgut was used, he found the 
exudative reaction to be delayed, per- 
mitting earlier development of fibro- 
blasts and hastening wound healing. 
Bates also found that chromic catgut 
of small caliber functioned longer than 
the larger sizes. He attributed this to 
the fact that only the outside of the 
large catgut is completely chromicized, 
and believed that tissue fluids penetrate 
between the chromic ribbons on the sur- 
face and produce rapid absorption of the 
plain catgut inside. 

Bower and Pearce* reported the su- 
periority of fine catgut over fine silk in 
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surgery of the stomach. Their findings 
are substantiated by excellent colored 
plates and histopathologic sections. 

Zollinger and Flynn * report less post- 
operative pain and temperature follow- 
ing the use of cotton than with catgut 
sutures in hernia repair. They do not 
report what sizes of catgut sutures were 
employed nor do they state whether 
plain or chromic catgut was used. 

In our experience, drainage, following 
the use of silk and cotton, as well as of 
catgut sutures of larger sizes, has been 
troublesome in many cases. More of our 
patients’ wounds have healed without 
drainage when non-absorbable sutures 
have been employed; however, those 
cases in which the wounds have drained 
have caused more trouble than those 
with drainage incident to catgut. Occa- 
sionally, it has been necessary com- 
pletely to reopen wounds to cure a sinus 
traceable to a non-absorbable suture. 
Silk has been a worse offender than 
cotton in this respect. 

On the basis of the experimental re- 
ports of Bates and of Bower and Pearce, 
a carefully controlled study was made 
with the clinical material available. One 
hundred consecutive cases were used for 
the study. To prevent other factors from 
influencing the results, only operations 
for nonrecurrent inguinal hernias and 
for clean appendices were included. 
Identical technics were agreed upon and 








VOL, IX 
NO. 6 


carried out by the authors. In 50 cases, 
cotton sutures were used and in 50. cases 
fine chromic catgut was employed. All 
of the patients were males of the white 
race. Plain gut was not used. Routine 
inguinal incisions were made for her- 
niorrhaphies and the McBurney incision 
was used in the appendectomies. 

In the cotton series, size 60 sutures 
were used for blood vessel ties. Other- 
wise, size 30 cotton was used throughout. 
These were always interrupted sutures. 
In the chromic catgut group, sizes from 
0 to 0000 were employed. In herniorrha- 
phies, a few chromic 0 interrupted 
sutures were used to approximate the 
shelving portion of Poupart’s ligament, 
the transversalis fascia and the con- 
joined tendon. These were cut so that 
the ends were about one-quarter inch 
long. The external oblique fascia was 
closed with a continuous, chromic 000 
suture. The superficial fascia and fat 
were closed with continuous 0000 
chromic. Vessels were ligated with 000 
or 0000 chromic. These ligatures were 
cut on the knot, without leaving free 
ends. The same principle was applied 
in the appendectomies. Continuous, 
chromic 00 was used to close the peri- 
toneum and fascia. Two or three inter- 
rupted, chromic 000 or 0000 sutures were 
employed to approximate the superficial 
fascia and fat. The same sizes were 
used for vessel ties. All superficial 
ligatures were cut short (on the knot). 

Cases in which cotton was used were, 
for the purpose of study only, kept in 
bed longer. The patients having appen- 
dectomies were confined to bed 7 days. 
Those who had herniorrhaphies were 
confined to bed 10 days. Deep breathing, 
bicycle exercises and frequent turning 
in bed were enforced. 

Patients in the catgut series were 
ambulatory after the second postopera- 
tive day, after either appendectomies or 
herniorrhaphies. 
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RESULTS 


In the 50 cases in the catgut group all 
wounds healed primarily without drain- 
age. Of the 50 cases in the cotton series 
drainage occurred in five cases. In 3 
cases the drainage was serous. In one, 
it was sero-sanguinous. Drainage lasted 
from 7 to 12 days. In one ease, the 
drainage was purulent and _ persisted 
until a cotton suture was removed after 
the patient had been ambulatory for 10 
days. 

Careful observation and review of 
charts revealed no more pain or tem- 
perature postoperatively in the catgut 
series than in the cotton group. 

There were no significant pulmonary, 
vascular, or genito-urinary complica- 
tions among the patients kept in bed, 
or in those who were up after the second 
postoperative day. Some eases in both 
groups required catheterization. Swell- 
ing of the testicles did not occur in any 
vase. There was no herniation. 


DISCUSSION 

The series of cases reported is rela- 
tively small; however, since the study 
was carefully controlled, the results 
seem to merit consideration. 

Meticulous care was exercised in the 
wound closures of the entire 100 cases. 
Hemostasis was effected carefully. A 
minimum of suture material was used, 
compatible with adequate approxima- 
tion. This reduced strangulation of 
tissue and the presence of foreign body 
material. 

Catgut technic was time saving as con- 
trasted to the use of interrupted cotton 
sutures, 

The difference in our results from 
those of Zollinger and Flynn may be 
more apparent than real. It is possible 
that larger sizes of chromic and some 
plain catgut may have been used in their 
series. Fine chromic catgut only was 
employed in our study. 








J. INTERNAT. 


COLL. SURG, CATGUT 


The occurrence of respiratory compli- 
cations was not affected by early ambu- 
lation in this group. Deep breathing, 
frequent turning in bed and bicycle exer- 
cises seemed to be adequate prophylactic 
measures. However, the patients who 
were up early seemed to gain strength 
more rapidly. Their morale was defi- 
nitely better. 

Although the opinion is current that 
nonabsorbable sutures should be used if 
early ambulation is to be allowed, we 
reversed the usual procedure. It has 
seemed to us that the type of suture used 
for this purpose in McBurney and in- 
guinal incisions, is of little or no conse- 
quence. The tissues are more relaxed 
in this region when the patient is sitting 
or standing than when lying flat on his 
back. One may verify this by trying it 
on himself. 


CONCLUSIONS 

1. The results from 100 cases suggest 
the clinical superiority of fine chromic 
‘atgut over cotton in the closure of clean 
wounds. 

2. The amount of suture material used 
should be as small as is consistent with 
adequate approximation, which pre- 
cludes undue strangulation of tissue 
and the presence of foreign bodies. 

3. Sizes 0 to 0000 of chromic catgut 
seem adequate. The use of larger sizes 
of chromic and any size of plain catgut 
seems unnecessary and inadvisable. 

4. Catgut technic is time saving. 

5. There is no substitute for meticu- 
lous technic. 

6. Karly ambulation is not contingent 
upon the type of suture material used. 

7. In this study there was no differ- 
ence in postoperative pain and tempera- 
ture following the use of fine chromic 
and cotton sutures. 


VERSUS 


COTTON 
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SOM MATRE 


La superiorité clinique du catgut fin 
sur le coton ést démontrée pour la fer- 
meture des plaies non-infectées. Il ne 
faut employer que la quantite nécessaire 
pour obtenir une approximation adé- 
quate des bords des la plaie. Ainsi on 
évite ]’étranglement des tissues et la 
présence de corps étrangers. Les dimen- 
siens de 0 4 0000 de catgut chromique 
suffisent. Il est inutile et non recom- 
mandable d’employer de grandeurs plus 
élévees. L’emploi du catgut économiseé 
du temps. L’ambulation précoce ne 
dépend aucunement sur |’espéce de ma- 
teriel de suture usitée. Dans n’avons 
observé aucune différence de douleur 
post-opératoire et de température entre 
Vemploi de sutures de catgut ou de 
coton. 


SUMARIO 


Kl resultado que emana de 100 casos 
pone de relieve la superioridad de la 
tripa crémiea sobre el hilo de algod6én en 
la sotura de heridas limpias. La can- 
tidad de material de sotura utilizado 
puede ser tan pequeiio como consistente 
en adecuada aproximacion, lo que im- 
pide indebidas estrangulaciones de los 
tejidos y la presencia de cuerpos ex- 
trafios. Los tamafnos mas adecuados de 
tripa crémica para este uso parecen ser 
del 0 al 0000. Kl uso de tamanos grandes 
de crémico y cualquier tamafo de tripa 
natural resulta innecesaria y no es 
aconsejable. 

La téenica de la tripa ahorra tiempo. 
No tiene sustituto para el procedimiento 
minucioso. La facultad de caminar no 
depende del tipo de material que se use 
en la sotura. Hn este estudio se pone 
de relieve que no existe ninguna diferen- 
cia en el dolor y temperatura que sigue 
a la operacion, tisese el sistema crémico 
o el del hilo de algodon. 
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CBox 


Pe3yubTaTb B 100 cay4yanx MOKa3bIBaIOT, 
4uTO JIA CIIMBaHHA YHCTbDIX paH TOHKHH 
XPOMOBOH KaTryT Jyulle 4eM HHTKa. CosBe- 
TyeTCH YMOTpeOUTb TOJbKO KOJIM4eCTBO 
KeTryTa, HeOOXOAMMOe WIA aeKBaTHOrO 
cOmKeHHA 6e3 CTpaHryJAWHH TKaHeH HU 
MpHCYTCTBHA MOCTOPOHHHX Ted. KasmHOpbl 
oT 0 no 000 saBUAIOTCH BNOJHe ZOCTaTOU- 
HbIMH. YunoTpeGseHve Sowee KpyMHOro Ka- 
uu6pa xpoMoBoro HM MpocToro KaTryta 
ABIACTCA H3JIMUIHHM HM JlaxKe He COBETYCTCH. 

YnotpeO6enuve KaTryta cOeperaeT BpeMaA, 
HO He HCKJIHO4aeT HEOOXOAMMOCTD TIULaTeJb- 
HOH TeXHHKH. PaHHAA aMOyJAAWHA He HMeeT 
OTHOWeCHHA K THIY MIPHMeHeHHOrO LIOBHO- 
ro MaTtepHava. B 3TOH CepHu Cly4aeB MIpH- 
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MeHeHHe TOHKOrO KaTryTa HIM HATKH He 
CO3aO pa3sHHUbI B MOceonepaTHBHON 60- 
JM WM TeMMepatype. 
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Preoperative Considerations in Toxic Goiter 


ULYSSES GRANT DAILEY, M.D., F.A.C.S., F.1.C.S.* 
CHICAGO, ILLINOIS 


been made in selection of the best 

time to operate for toxic goiter. 
Complacency in undertaking operation 
has given away to well-thought-out pre- 
operative programs and the time of 
preparation has been lengthened rather 
than shortened. Several writers, par- 
ticularly Willard O. Thompson,' of Chi- 
cago, after controlled clinical studies, 
have stressed the fact that iodine will 
often continue to cause improvement 
after the twelve days to two weeks usu- 
ally accepted as the standard period of 
preparation. 

Lengthening of this period, together 
with the current scarcity of hospital beds 
and the ever-present economic factor, 
have prompted modification of the idea 
that the preoperative regimen must be 
carried out only in the hospital. Unless 
the patient is very ill, medical treatment 
can well begin in the home, with metab- 
olism tests and other laboratory proced- 
ures done in the physician’s office or the 
hospital laboratory. Instead of entering 
the hospital for an indefinite period, the 
patient is admitted a day or two before 
operation, after preparatory treatment 
has ostensibly been completed. It must 
be emphasized, however, that with this 
procedure the physician’s responsibility 
is increased. Many thyrotoxiec patients 
are harder to manage at home than at 
the hospital; those suitable for extra- 
hospital preoperative preparation will 
have to be carefully selected. The use 
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here of both thiouracil and iodine, plus 
the fact that they cannot rationally be 
administered at the same time, further 
increases the desirability of a period of 
preliminary treatment before admission. 

Having carried out the earlier stages 
of preparation and the preliminary 
evaluations, the time comes for decision 
as to when operation is to be performed. 
It is well known that the patient who has 
failed to gain weight is a poor risk; it 
has also gradually dawned upon mem- 
bers of the medical profession that the 
prolonged bed \rest of the earlier days 
of the iodine era was overdone, that the 
patient who is well nourished but mus- 
cularly weak is not a fit subject for oper- 
ation. The necessity for protecting the 
patient from worry and emotional shock, 
on the one hand, and from the boredom 
of an unreasonable application of the 
rest principle, on the other, should be 
emphasized. 

Usually the surgeon himself makes 
the decision as to when to operate. In 
group practice, the medical thyroid spe- 
cialist prepares the patient and presents 
him to the surgeon as the finished prod- 
uct of his labor. But in any ease it is 
the surgeon upon whom the ultimate re- 
sponsibility for the end result must fall. 


CRITERIA 


1. Gain in Weight. This should not be 
judged arbitrarily ; that is, by rules such 
as that the patient should have gained 
not less than 10 pounds, or that he 
should have gained 50 pounds. If the 
weight in health is known, the idea is to 
return the patient to that weight. Cer- 





am fed eet OCU lie 





VOL. IX 


NO. 6 U. 


tainly, not less than 50 per cent of the 
lost weight should be regained. 

2. Gain in Strength. If bed rest has 
not been overdone, this should accom- 
pany gain in weight. A patient who can- 
not be permitted to walk around in the 
hospital or is visibly fatigued by this 
exercise, is not suitable for thyroid oper- 
ation. I do not believe that the various 
crude tests of strength will yield better 


information. Ergographic determina- 
tions and routine estimation of vital 


capacity are chiefly of scientific interest ; 
if there is sufficient hospital personnel 
they should be carried out, not because 
of their immediate value, but because of 
their importance to clinical research. 

3. Decrease in Pulse Rate. The pulse 
rate should decline to 100 or less with 
the patient resting. Of more value as a 
guide than this resting rate is the per- 
centage increase due to excitement and 
exercise. If the presence of visitors, a 
petty ward annoyance or the ward round 
causes an undue increase in the rate, say 
from 100 to 130 or more, then the patient 
is not yet ready for operation. Here, 
too, evaluation should be based as far 
as possible on prior conditions. If the 
patient’s normal rate has been 100 or 
less, it is comfortable to have him come 
to operation with the resting rate nor- 
mal and the increase due to moderate 
exercise or excitement not above 15 or 
20 per cent. The pulse rate is an impor- 
tant guide to toxicity and therefore to 
operability. 

4. Basal Metabolic Rate. In view of 
the desire for objective and mathemati- 
cally exact evidence, it is natural that 
the basal metabolic rate should be util- 
ized. If its fallacies and limitations and 
the technical sources of error are under- 
stood, it does constitute a good index of 
toxicity ; considered apart from the clini- 
cal evidence and without reference to the 
rate established’ before treatment was 
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inaugurated, it is of limited value. I 
have found it difficult, if not impossible, 
to accept any arbitrary figures. One 
might set plus 50 as the highest safe 
rate, but many patients with rates of 
plus 20 should not be operated on. 
Patients with well established though 
not severe toxicity have had rates of 
plus 15 or 20. I have observed a severely 
toxic patient whose rate was only plus 
10, the figure generally agreed on as the 
upper limit of normal. In such cases 
remission may be indicated by rates of 
plus 5 to minus 5. The basal metabolism 
here is not of deciding value. Patients 
whose initial rates are from plus 75 to 
plus 95 or higher should not be operated 
on until a level of plus 40 is attained. 

The use of thiouracil in the thyroid 
service of Provident Hospital, so far too 
limited to provide conclusive evidence, 
suggests that with this drug it may be 
possible to reduce the metabolic rate to 
normal in most cases. This result may 
require thirty to sixty days’ treatment. 
If advance comments are substantiated, 
thiouracil may in fact revolutionize the 
whole matter of preoperative treatment 
of thyrotoxicosis and may even make 
operation unnecessary in some cases. At 
present, however, I believe that iodine 
is sufficient in the preoperative treat- 
ment of the average patient and that 
a prediction of cure with thiouracil alone 
is not warranted. 

5. Cardiac, Renal and Hepatic Insuf- 
ficiencies. These, when present in minor 
degree, are often overshadowed by the 
more spectacular evidences of toxicity. 
Failure to recognize these insufficiencies 
and to handle them properly is a source 
of postoperative mortality. Threatened 
cardiac decompensation is to be sus- 
pected from the well known evidences— 
unusual dyspnea, arrhythmia and pitting 
edema of dependent parts. Routine uri- 
nalysis may or may not suggest renal 
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impairment. Proper tests of the renal 
function should naturally accompany a 
special study of the cardio-vascular sys- 
tem. Unduly high blood pressure, dis- 
tortion of the usual high systolic and 
low diastolic pressure with the wide 
pulse pressure pattern characteristic of 
uncomplicated hyperthyroidism should 
suggest further investigation. In view 
of the immensely greater seriousness of 
the operative risk, all patients with long- 
standing hyperthyroidism should have 
complete laboratory and physical exami- 
nations of the cardiovascular and renal 
systems, with an electrocardiogram and 
determination of the plasma proteins, 
the albumin-globulin ratio, the blood 
cholesterol, the icteric index and the 
blood nitrogen. The last, in addition to 
its value as an index of renal function, 
is a rough indicator of the function of 
the liver, which is so often damaged in 
thyrotoxie patients. Unless the figure is 
close to normal, operation is delayed 
until the finding has been subjected to 
the necessary controls. A high icteric 
index, suggestive of latent jaundice, 
should be accorded due weight. When 
the icteric index and the blood nitrogen 
content are not normal, tests of liver 
function, such as the galactose tolerance 
and the dye tests, are indicated. None 
of these, however, is infallible; the final 
decision must often rest largely upon 
clinical evidence. 

6. Incidental Factors. In some cases 
the surgeon must choose between con- 
tinuing prolonged preoperative prepara- 
tion, with its economic disadvantages 
and morale-destroying effects, and doing 
_a stage operation as a short-cut on the 
road toward recovery. Among these 
problem cases, the economic factor is 
more important if the patient is a pri- 
rate one who wishes to pay his own way 
than if he is an agency or ‘‘free’’ patient 
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who may remain hospitalized for the 
necessary prolonged period without wor- 
rying about expenses. Morale and socio- 
economic considerations in several of 
our cases have dictated selection of the 
stage method after two and a half or 
three weeks of preparation, when it 
seemed risky to do the maximal sub- 
total thyroidectomy. 

In our experience, the operative risk 
is much greater with males than with 
females. Also, in long-standing cases no 
matter how good the apparent condition 
when the patient is ostensibly ready 
for surgery, operation should be under- 
taken only with caution and after the 
most careful consideration. Several 
writers *** in recent years have ex- 
pressed the belief that Negroes with 
hyperthyroidism are higher operative 
risks. Analysis of their data and our 
own however warrants the conclusion 
that the higher mortality figures often 
observed are the result of lack of educa- 
tion and socio-economic factors, and are 
not inherently racial. Our material, 
largely composed of Negro patients, has 
included a high percentage of long- 
standing and otherwise special problem 
"aSeS. 

COMMENT 


The clinician must always be on the 
alert for the unexpected even when the 


criteria for safe operation have appar-. 


ently been met. There is a tendency to 
grow slack after a long series of suc- 
cessful operations. Realization of this 
fact is responsible for the repeated 
admonitions by surgeons with large ex- 
perience. Overlooked cardiac weakness, 
hidden edemas or undiscovered infec- 
tions in teeth or tonsils may counteract 
the effects of correct preoperative treat- 
ment. Psychic factors may play a part. 
One of our patients, a man with mod- 
erately severe hyperthyroidism, could 
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not be brought into safe condition for 
even a partial operation until he was 
moved from a ward into a private room. 
The thoughtless bantering of the other 
ward patients neutralized the best efforts 
to prepare him for operation! 


SUMMARY 


The most important factor in success- 
ful surgical treatment of thyrotoxicosis 
is adequate preoperative preparation. 
The trend today is for a much longer 
period devoted to preoperative care than 
the routine twelve to fourteen days re- 
cently in vogue. 

As a rule operation should be post- 
poned until all the criteria for opera- 
bility are met, regardless of the time 
required. Among these criteria are suit- 
able gain in weight, gain in strength, 
decrease in pulse rate, lowering of the 
metabolic rate and absence of cardiae, 
renal or hepatic insufficiencies. Occa- 
sionally the surgeon will have to choose 
between meeting these criteria fully and 
operating in stages because the preop- 
erative period is proving too long for 
the patient’s morale. 

The addition of thiouracil to the arma- 
mentarium of the thyroid clinic marks 
a distinet advance in the preoperative 
therapeutics of thyrotoxicosis. 


RESUME 


Dans la thyrotoxicose, le facteur le 
plus important du traitement chirurgical 
est la préparation adéquate pre-opéra- 
toire du malade. II y a tendance a pro- 
longer le traitement pre-opératoire au 
dela de douze 4 quinze jours. 

Il est préférable de retarder |’opéra- 
ture jusqu’a ce que tous les critéres 
d’opérabilité soient obténus. Parmi ces 
critéres, on peut énumiérer l’augmenta- 
tion en poids, le retour d’énergie un 
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abaissement du pouls, une diminution du 
taux métabolique et l’absence d’insuf- 
fisance cardiaque rénale ou hépatique. 
Souvent, on sera obligé d’opérer en 
stades car la période pre-opératoire peut 
paraitre trop lonque au malades. L’ad- 
dition du thairucil & V’armamentarium 
de la clinique thyroide marque un grand 
progrés dans la therapeutique — pre- 
op¢ératoire de la thyrotoxicose. 


SUMARIO 


Kil factor mas importante para el 
éxito del tratamiento quirtirgico de la 
tirotoxicosis es la adecuada preparacién 
preoperatoria. Kn la actualidad el trata- 
miento preoperatorio es mucho mas largo 
y cuidadoso que en los tiempos, todavia 
recientes, en que estaba en boga el sis- 
tema de doce o catorce dias. 

Como regla general, la operacién de- 
bera posponerse hasta que el criterio 
sobre la necesidad de operar sea una- 
nime, teniendo en cuenta el tiempo re- 
querido. Kn ese criterio son tomados 
en cuenta igualmente el aumento de peso, 
eanancia en fortaleza, decrecimiento del 
pulso v que no haya sintomas de insufi- 
ciencia cardiaca, renal o hepatica. En 
muchas ocasiones el cirujano tendra que 
escoger entre la unanimidad de criterio 
vy la necesidad de operar con urgencia, 
debido a que el periodo preoperatorio 
resulta demasiado largo para la moral 
del paciente. 

La adici6n del tiouracil al equipo del 
tiroides clinico, senala un avance sobre- 
saliente en la terapéutica preoperatoria 
de la tirotoxicosis. 
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Clinical Evaluation and Analysis or 268 Cases 
of Pelvic Infection 


ISAAC TRACTENBERG, A.B., M.D., F.1.C.S.* 
BROOKLYN, NEW YORK 


N evaluating the nature of inflamma- 
tory conditions found in the tissues 
of the female pelvis, one should be 

constantly mindful that from an etio- 
logical as well as from a clinical stand- 
point, three types of infections may be 
distinguished. 

Gonorrheal—due to infection by the 
gonococcus and comprising the largest 
proportion—about 65 per cent of all 
“aSeS. 

Septic or pyogenic—due to infection 
by the streptococcus or staphylococcus. 
The puerperal and postabortive are the 
infections with which we are chiefly 
concerned. 

Tuberculous—This form of pelvie in- 
fection is of a chronic nature and em- 
braces approximately 4 per cent of all 
vases. It is a descending infection. 

Pelvie inflammatory diseases in the 
female occupy a prominent position in 
gynecology because of the frequency of 
occurrence and the permanent damage 
to the pelvic organs which supervene in 
a great proportion of cases. 

About 90 per cent of the cases of in- 
flammation of the pelvic organs admitted 
to the Unity Hospital were those result- 
ing from the extension of a gonorrheal 
infection. The remainder were due to 
infection during labor, miscarriage, 
criminal abortion or infection during op- 
erative procedure. There were marked 
distinguishing features in regard to 
symptomatology, pathology and nature 
of these two classes of infection. 
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We must not forget that all structures 
within the birth canal are covered with 
a mucous and serous membrane. These 
two membranes protect the tissues that 
lie between them. If either of these two 
membranes is destroyed by injury and 
becomes infected, a pathological condi- 
tion results which simulates puerperal 
infection. 

The organisms responsible for puer- 
peral or postabortive infections are the 
streptococcus and the staphylococcus 
which are implanted from without by 
frequent manipulations during labor, or 
may already be present in the genital 
eanal. Any condition which is likely to 
lower the patient’s resistance acts as a 
strong predisposing cause of sepsis. 

These organisms differ from the gono- 
coccus in retaining their virulence for 
a long time. When the vaginal mucous 
membrane has been destroyed, the in- 
fection begins as a wound infection; the 
organisms are disseminated outward, 
gaining access by way of the blood ves- 
sels or the lymphatics in the broad liga- 
ments, setting up a pelvic cellulitis. It 
also may continue as a retroperitoneal 
infection involving the mesentery of the 
large and small intestines and therefore 
is unlimited in extent and presents a 
clinical picture of septicemia. 

If the mucous membrane of the birth 
‘anal is irritated or infected, but not 
destroyed by injury, there is a reac- 
tion which is typical of a gonorrheal 
infection. Once the gonorrheal infec- 
tion has gained access to the uterus, 
usually by surface invasion, it quickly 
spreads to the tubes, invading primarily 
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the mucosa, then their muscular and 
peritoneal coats. The result is exudative 
peritonitis of a protective nature which 
in turn is followed by formation of limit- 
ing adhesions resulting in displacement 
of the uterus. This form of pelvic peri- 
tonitis is usually bilateral and never 
fatal. It is limited to the pelvis and 
disappears spontaneously in a week or 
ten days. 

Pelvie cellulitis is not a common 
complication of gonorrheal infection. 
Gonorrhea in women is essentially an 
ascending infection through the mucous 
membrane, having its inception either 
in the urethra, Skenes glands, Bartholins 
glands or the cervix, and spreading to 
the endometrium, Fallopian tubes and 
pelvic peritoneum. 

In puerperal infection, the extension 
is primarily by the lymph channels, pro- 
ducing a cellulitis. The acute form of 
pelvic cellulitis is usually ushered in by 
chills and followed by high temperature, 
considerable prostration, pain, disten- 
sion, vomiting and tenderness in one or 
both iliae regions and rapid pulse. 
There is marked tenderness and rigidity 
in the suprapubic area. The contiguity 
of the bladder and the rectum to the in- 
flamed tissue, renders urination and 
defecation painful. 

Puerperal or post-abortive infections 
are of a septic nature and may persist 
for a long period of time. Operations 
during the acute stage, except for the 
drainage of an abscess, are extremely 
dangerous and attended by high mor- 
tality. This danger often persists for 
many months and sometimes for years. 

Many cases of pelvic inflammation 
following abortion or labor may be a 
low grade infection. This also may be 
a favorable time for an old gonorrheal 
infection in the lower genital tract to 
ascend, because of the open condition 
of the uterus and the lower resistance 
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of the tissues. This is considered a 
mixed infection. 

The majority of cases admitted to the 
hospital exhibited a profuse discharge, 
dysuria, pain and tenderness in the 
lower abdomen, moderate temperature, 
moderate leucocytosis and rapid sedi- 
mentation. There was always decided 
tenderness to be elicited on examina- 
tion for pyosalpinx. The mass was 
more tender than the cervix. This was 
an important differential point in the 
diagnosis of pyosalpinx and tubular 
gestation. 

Rupture of tubo-ovarian masses, be- 
lieved to be unusual, was observed in 
two cases in this study. Both proved 
fatal. 

Chronically infected tubes did not give 
recurrent attacks of gonorrhea in our 
series. This was definitely proved by 
following up the cases. The recurring 
attacks were due to reinfection, either 
from intercourse or from foci of infec- 
tion in the lower genital tract, Skenes 
glands, cervical glands or Bartholin 
glands. It is extremely important that 
these glands be eradicated if a perma- 
nent cure is to be obtained. 

It is essential to make a distinction 
between acute and chronic cases. The 
only operation indicated in acute cases 
is drainage of an abscess. In a large 
number of cases, complete resolution 
takes place under proper treatment, 
even though there may be a marked 
inflammatory mass in the pelvis. Recov- 
ery is often complete and permanent 
without operation. It is not easy to de- 
termine when this satisfactory termina- 
tion will take place, but it is certainly 
advisable to give all such cases a chance. 
Under proper conservative treatment, a 
fatal termination in an _ inoperative 
pelvic inflammation is a very infrequent 
occurrence. 

We believe that local pelvic heating 
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should be used more extensively in the 
treatment of subacute and chronic in- 
flammatory diseases. Surgery should be 
withheld until more conservative meas- 
ures have been given a trial. The ideal 
outcome would be complete absorption 
of the inflammatory tissues, leaving the 
patient capable of reproduction. 

Some authorities claim that good elini- 
‘al results may be obtained with conven- 
tional diathermy with the vaginal elec- 
trode. Our experience with this method 
has been negligible. It is our opinion 
and experience that the hot douche is 
very effective in both chronic and sub- 
acute cases. 

This may add much to the comfort of 
the patient and also hasten resolution. 
It should consist of at least one gallon 
of fluid given by the gravity method, 
maintained at a uniform temperature as 
hot as the patient can bear it. 

We believe that the Elliot treatment 
is very efficacious in the subacute and 
chronic inflammatory conditions. This 
consists of introducing into the vagina 
a properly fitted rubber bag into which 
hot water at a controlled temperature 
is driven with a pump. The bag becomes 
distended by the water, distends the 
vagina and comes into close approxima- 
tion with the pelvic organs. By this 
means the temperature in the pelvis 
‘an be raised to a point lethal to the 
gonococci. 

The method adopted in our treatment 
of cases of pelvic inflammation is as fol- 
lows: Upon admission, a careful history 
of the patient is taken and a thorough 
physical examination is made so as to 
differentiate between gonorrheal and 
septic infections. A complete blood ex- 
amination, including sedimentation rate 
is done on all patients, as well as exami- 
nation of a catheterized specimen of 
urine. 

The physical examination is abdomi- 
nal, pelvic and rectal. Valvular pruritus 
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and leucorrhea are examined bacterio- 
logically. Pelvic examinations are done 
infrequently. Smears from Skenes 
glands, Bartholin glands and cervix are 
examined. General medical care includes 
absolute rest in bed (in Fowler position), 
the application of heat or cold to the 
lower abdomen and codein for pain. 

The diet is restricted to the most 
easily digested foods; all foods are 
withdrawn where there is peritoneal in- 
volvement. Large quantities of intra- 
venous or hypodermie clysis are given; 
abscesses are drained when they occur 
and transfusions given when indicated. 
Sulfathiazole (4 grams daily for five 
days) is also given; a daily check of its 
concentration in the blood is made. The 
level should not exceed 5 or 6 milligrams 
per hundred ce. of blood. 

We believe that sulfathiazole, given 
by mouth, is the outstanding drug for 
the treatment of gonorrhea. This drug 
is well tolerated; toxic manifestations 
appear in some eases, but clear up rap- 
idly on discontinuing the treatment. One 
must bear in mind that sulfa drugs may 
be dangerous or even cause a fatal re- 
action. The most serious complications 
are blockage of the urinary tract, toxic 
lesions of the kidney and agranulo- 
cytosis. To guard against these reac- 
tions, it is necessary to administer 
plenty of fluids and maintain an alkaline 
reaction in the urine. 

The acute phase is usually short, sel- 
dom lasting more than a week. Gono- 
coccic endocervicitis and urethritis re- 
spond well to chemotherapy. Positive 
smears in all cases became negative 
after this treatment as far as could be 
judged by the smears. 

We advise patients to rest during the 
subsequent two or three menstrual 
periods and to take sulfathiazole for 
two or three days before the periods and 
to continue for a day or two after they 
cease. 
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It is our opinion that negative smears 
have no value as a bacteriologic test for 
cure. We believe that a minimum of four 
negative cultures at weekly intervals, in- 
cluding one  post-menstrual culture, 
should be obtained before any patient 
is pronounced cured. 

Only when symptoms persist after the 
acute stage has passed and the patient 
is in good condition, is operation indi- 
‘ated. This should consist of separation 
of the adhesions, removal of the tube 
and suspension of the uterus. If both 
tubes have to be removed, a supracervi- 
eal hysterectomy should also be per- 
formed. Appendectomy or other surgery 
should be omitted. 

Sixty per cent of those with moderate 
salpingitis, with initial attack of less 
than ten days duration, showed complete 
resolution of adnexial masses after one 
week of chemotherapy. 

We had in our series 4 cases of sulfa- 
resistant gonorrheal infection. With 
penicillin treatment, all these responded 
well and were pronounced cured within 
48 to 72 hours. Between 150,000 and 
200,000 units of the drug were given. 
The patients experienced no discomfort 
or reaction. It is reasonable to assume 
that penicillin therapy will replace the 
methods now used in the treatment of 
sulfa-resistant gonorrhea. 

Convalescence may be hastened by 
colpotomy incision and drainage when 
the temperature curve and pelvic find- 
ings show a slowly resolving pelvic 
abscess. Operations are performed only 
in chronic cases with recurrent attacks 
and pelvic exhibition of tubal and 
ovarian fixation. Operation in the acute 
stage may be disastrous; particularly is 
this true following criminal or attempted 
abortion. 

Occasionally, patients with rapidly 
fulminating post-abortive puerperal 
peritonitis may be subjected to an oper- 
ation consisting of midline incision, 
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drainage of the local abscesses, insuffla- 
tion of sulfanilamide into the pelvic 
cavity, closure of the incision and intra- 
of 


venous administration penicillin. 
This has saved some patients whose 
condition previously was considered 
hopeless. 


Many acute pelvie inflammations are 
so completely relieved that no opera- 
tive procedure is ever needed. In chronic 
conditions with recurrences which even- 
tually require operative measures, the 
operation consists of a thorough removal 
of the infected structures. In cases with 
large inflammatory masses filling the eul- 
de-sac and not responding to chemo- 
therapy, a posterior colpotomy with 
drainage, is our choice of method. 

Our operative procedure consists of 
separation of adhesions and removal of 
the tubes and fundus. We use no drain- 
age. Large raw surfaces, with points 
of oozing blood, are covered with pieces 
of omentum. If this can not be done, 
they are packed with gauze, impregnated 
with vaseline which is removed in 48 
hours. Postoperative complications are 
reduced to a minimum if complete and 
thorough removal of the infected strue- 
tures is accomplished. It is our belief 
that incomplete surgery of gonorrheal 
tubo-ovarian infections leads to multiple 
future operations and serious postopera- 
tive complications. 

Cornual resection for the treatment 
of recurrent salpingitis, as practiced by 
many gynecologists, is a good surgical 
procedure. Its concept is based on the 
fact that reinfection of the tube occurs 
by direct extension from the mucosa 
of the cervix to the uterus and tubes; 
if this continuity is interrupted, recur- 
rent salpingitis does not occur. Experi- 
ence with this procedure was limited in 
the present series. 

There were 154 cases of chronic sal- 
pingitis. The majority were bilateral. 
Many of these were associated with 
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chronic ovaritis, with adhesions and cyst 
formations. The lesions of the tubes 
varied in intensity from simple closure 
to complete obliteration with extensive 
formation of adhesions to the surround- 
ing structures. There were 23 cases of 
hydrosalpinx and 29 cases of pyosalpinx. 
All of these cases were of long standing 
and it was impossible to determine the 
causative microorganism as the pus was 
usually sterile. The uterus in most cases 
was found in a position of retroversion 
or displaced to one side and partially 
fixed by an adherent inflammatory 
mass. 

There were 19 so-called ovarian ab- 
seesses which were, in reality, small 
cysts that had become infected. In most 
instances they were found in association 
with pyosalpinx. A conservative policy 
of surgery of the ovaries was followed 
as far as possible. It is significant that 
in the group of inflammatory lesions 
under consideration, there were 39 cases 
in which there was an associated chronic 
appendicitis. Just how many of these 
represented primary involvement of the 
appendix it is impossible to say. 

There were 4 cases in which tubercu- 
losis was associated, both tubes being 
involved. While the original focus was 
not demonstrated, there were without 
doubt secondary infections carried 
through the bloodstream. The diagnosis 
of tuberculosis of the female genital 
tract is extremely difficult because of 
its silent onset and the absence of typical 
symptoms. We believe that operation 
is not justified if this diagnosis is cer- 
tain. Exploratory operation is merely 
diagnostic. Most cases respond surpris- 
ingly well to treatment for tuberculosis 
in general. 

The basic principles that we followed 
in the treatment of the cases herein pre- 
sented, resulted in a mortality of 2.2 
per cent. 
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SUMMARY 


The author begins his paper by evalu- 
ating in some detail the various types 
of pelvic infections, both acute and 
chronic, that are to be met with in gyne- 
ecological practice. These he divides 
generally as gonorrheal, septic or pyo- 
genic and tuberculous. 

He discusses the genesis, the usual 
course, the probable complications and 
the indications for or against surgical 
intervention. He outlines the routine 
treatment applied to patients admitted 
to hospital with acute inflammatory con- 
ditions in the genital and adjacent tracts, 
and cites his experience with a series of 
more than 250 such cases. He mentions 
his results with chemotherapy, also with 
simpler mechanical treatments, such as 
hot douches. He concludes with the 
statement that mortality in the series 
was only 2.2 per cent. 


RESUME 


L’auteur commence son article en 
évaluant en détail les differentes vari- 
étés d’infections pelviennes aigués et 
chroniques, qu’on recontre dans la pra- 
tique gynécologique. II est classifié, en 
gonorrhéique, septique ou pyogéniques, 
et tuberculeuse. II discute la génése, 
l’évolution les principales complications 
et les indications pour ou contre |’inter- 
vention chirurgicale. I] décrit le traite- 
ment routinier des malades admis a 
l’hépital ayant un etat inflammatoire 
des régions génitales ou des régions 
adjacentes, et cite son experience dans 
une sérié de plus 250 cas de cette nature. 
Il mentionne les résultats obtenus avec 
la chemothérapie et aussi avec différents 
traitements tels que les douches chaudes. 
La mortalité dans sa série était 2.2 pour 
cent. 

(Continued on page 741) 





YNO. 6 

(Continued from page 704) 
shewn. With improvements in the preci- 
sion of electrical equipment and in its 
output, in the construction of the fine 
focus tube, in the speed and grain of the 
photographic film and _ intensifying 
screen, in the processing of radiographs 
we can to-day accurately anticipate and 
measure our doses and take radiographs 
of the thickest parts of the body in 
1/100th of a second or less, which will 
show the most exquisite detail of the 
contrasted structures recognisable by 
the human eye. Radiographs can be 
taken to show the outline of the interior 
of every tubular structure or cavity in 
the body, even the outline of the periph- 
ery of many internal structures can be 
visualised. 

We have learnt much about the nor- 
mal and the deformities which can be 
produced by malviscera can be investi- 
gated by Roentgen rays. We can recog- 
nise in many eases the nature of the 
development, injury and disease in the 
viscera and the skeletal tissues. Even 
the physiology of certain pathological 
processes and from serial study of com- 
parative radiology and _ histology on 
health and disease we ean frequently 
anticipate the microscopic structure. 
We ean do all these things, if we except 
the introduction of certain contrast 
media, as was anticipated in the press 
soon after the announcement of the dis- 
covery, without causing any pain. A 
great achievement, of which we all 
should be proud. But, if I may close 
with a word of warning, in our successes 
we have enthusiastically demonstrated 
what we could show and we have taught 
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our non-radiological colleagues to expect 
‘adiological evidence in all cases which 
show clinical signs and many which do 
not, but we have said far too little about 
the many more things that we cannot 
show. We have overlooked the fact that 
the onset of disease, yes, and its cure, 
may not produce recognisable radio- 
graphic signs for some time, perhaps 
hours, weeks or years. We must never 
forget that radiology is liable to be very 
misleading if used without clinical meth- 
ods of which it is but a part, and often 
not the principal part, for it demands 
whole-time study and full co-operation 
of clinicians and radiologists. Further, 
with each new method of visualisation 
we must again learn the normal and its 
variations before we attempt to assess 
the extent of departure from the normal, 
for radiology indicates that not only the 
finger-prints but all structures are char- 
acteristic of the individual. Exaggerated 
and false rumours and claims there have 
been and will be. Unfortunately they 
prejudice our best interests. 

We follow in the footsteps of a great 
master noted for his absolute integrity 
—may we always uphold the high stand- 
ard he set. 


* * * * * * 


The author acknowledges that the 
writing of this paper would have been 
impossible without the help of Julius 
Springer’s book, Wilhelm Konrad 
Roentgen, Otto Glasser’s translation, 
the papers by Dr. I. Seth Hirseh, and 
Professor Summerfeld, and the lay and 
Medical Press of 1896. 
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The Perthes Test and Its Practical Utilization 


The Use of an Elastic Garter in 


* 


Selected Cases of Varicosities 


EGMONT J. ORBACH, M.D. 


NEW BRITAIN, C 


ITHER incompetence or absence 

of venous valves is considered 

as an etiologic factor in the 
pathogenesis of varicose veins. This 
theory, stated by B. Brodie in 1846 and 
by F. Trendelenburg in 1890, was later 
re-emphasized by P. R. Delbet in 1913, 
by A. Berntsen in 1927, by Turner War- 
wick in 1931, by Mahorner and Ochsner 
in 1937 and by McPheeters in 1938. 
Although the valvular theory does not 
entirely solve the etiologic problem (R. 
R. Foote), it furnishes a satisfactory 
working basis for therapeutic measures. 
There are two tests which enable us 
to investigate the function of the super- 
ficial and deep veins; the Brodie- 
Trendelenburge and the Perthes Test. 


ONNECTICUT 


below the tourniquet collapse, the test 
is positive, indicating patency of the 
deep communicating veins.* 

Mahorner and Ochsner described a 
very useful modification of the Perthes 
Test in 1936; application of the tourni- 
quet at three different levels of the 
thigh. This test locates the sites of 
leaks through communicating veins 
below the level of the fossa ovalis. 
The authors differentiate four different 
erades of improvement; Grade 4 indi- 
‘ates complete disappearance of the 
varices, Grade 1 slight improvement, 
Grade 2 moderate and Grade 3 marked. 

Whereas the Trendelenburg Test re- 
veals either normal or defective valves, 
the Perthes Test does not give any in- 


SUMMARY OF THP TRENDELENBURG TEST (MODIFIED, AFTER A, BERNTSEN AND WM. M. Cooper) 


l l ainiies 
With | With 


Effect | Tourniquet on | Tourniquet off 
Positive | ‘Veins fill Veins fill quickly 


from above 
downward 


slowly from 
| below upwards 


Interpretation 





Incompetency of the valves of the saphena magna 








Incompetency of the valves of the perforating veins 











| 
within 35-60 | 
seconds 
Negative | Veins fill | Veins fill quickly 
quickly | 
Double positive | "Veins fill : | Veins become 
quickly fuller or more 
| tense 
Nil (normal) | Veins fill Veins fill slowly 
slowly 


Incompetency of the valves of the saphena magna 
and of the perforating veins 





Competency of the valves of the saphena magna 
and of the perforating veins 








PERTHES TEST 
A tourniquet is applied above the 
knee with the patient standing. As a 
result the veins appear distended. The 
patient is asked to walk for a few 
minutes. If, after walking, the veins 
730 


formation of this kind. It is not a valvu- 
lar test but demonstrates only patency 
of the deep veins. The kinetic factor 
involved in the Perthes Test—in con- 
trast to the static Trendelenburg Test 


* Some authors use a reversed terminology. 
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EGMONT 
—rules out its usefulness as a valvular 
test. 

The direction of the bloodflow in the 
deep veins of the leg is not determined 
by valves as is the case in the upper 
extremity. In the lower extremity the 
hemodynamics are determined by the 
differential between the pressures in 
the superficial and in the deep veins. 
Already in 1906 Lederhose had ques- 
tioned the necessity of valves as deter- 
mining factors of the venous blood- 
stream. Although his views in general 
were later contested by Rancken in 
1911, it must be conceded that the valves 
in the deep leg veins do not play a 
dominant role in the determination of 
the direction of the venous bloodflow. 
This is accomplished by muscular 
contractions and pressure differential 
(Meisen). The contracting muscles 
compress the deep perforating veins 
and the blood will flow from areas of 
increased endovenous pressure into re- 
gions of lesser endovenous pressure, 
e.g., from superficial to deep veins 
(K. J. Franklin). In the upper extrem- 
ity, the blood flows in the opposite 
direction, from the deep to the super- 
ficial veins (Wood-Jones), a phenome- 
non caused by the effect of exactly 
functioning valves. 

The diametral hemodynamics in the 
upper and in the lower extremity reveal 
themselves by the comparative tourni- 
quet test. A tourniquet applied around 
the upper arm produces engorgement 
of the superficial veins of the forearm 
and hand. This effect is greatly in- 
creased by forceful active movements 
of the fingers. In the lower extremity 
the opposite occurs (Perthes Test), as 
soon as muscular activity sets in, pro- 
vided that the deep venous channels 
are not blocked. 

The clinical evidence that the Perthes 
Test does not demonstrate valvular 
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patency of deep veins is the occasional 
coincidence of a negative or double 
Trendelenburg and a positive Perthes 
Test. The Perthes Test is not an 
anatomical but a functional test, show- 
ing the ability of the body to reduce 
the hydrostatic endovenous pressure in 
the saphenous vein by muscular con- 
traction. It is the algebraic function of 
the hydrostatic pressure and of the 
muscular effect upon the available col- 
lapsible endovenous space. A negative 
Perthes Test indicates obstruction of 
the deep venous channels, impeding 
drainage of the blood in the varicosities, 
or the presence of pathological, rigid, 
non-collapsible channels, not amenable 
to the pump-action of the leg muscles. 

It appears logical to utilize a tourni- 
quet in the care of varicose veins in 
Perthes-positive cases. Here the tourni- 
quet does not impede the circulation, but 
rather promotes it. 

It is interesting to note that a large 
percentage of patients with varicose 
veins keep on wearing garters in spite 
of drastic warnings by physicians, and 
are apparently subjectively benefited. 
There is one case in my series where 
the patient obtained gratifying relief 
from painful varices during her men- 
strual period by wearing garters around 
the thighs. A rubber stocking could not 
be worn, since the veins became ex- 
tremely sensitive during menstruation. 

Occasionally women with enteroptosis 
and varicose veins admit that their legs 
feel more comfortable without a corset 
but with garters. The increased abdomi- 
nal pressure caused by a tightly laced 
corset is transmitted and added to the 
endovenous pressure of the femoralis 
and saphena via the vena cava. On the 
other hand the garter around the thigh 
helps to decrease the endovenous pres- 
sure in the saphena. Such a garter acts 
as an artificial valve preventing or de- 
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creasing the reversed bloodflow through 
the sapheno-femoral junction and pro- 
moting the emptying of the veins distal 
to it under the action of the leg muscles 
(Perthes 'Test). 

Atzler and Herbst found that the vol- 
ume in the lower part of the leg in- 
creased about 1.1 per cent after sitting 
for one hour with the foot hanging 
down. Standing still for one hour caused 
an increase of 3.6 per cent. Walking for 
an hour reduced the effeet of the verti- 
cal posture so that the average increase 
was 1.99 per cent instead of 3.6 per cent. 
This proves in figures the accelerating 
effect of muscular exercise upon venous 
return. 

Forty-eight) patients with 
veins were selected; they were in- 
structed to wear garters instead of 
rubber stockings or elastic bandages. 
The following observations were made: 

An elastic band 4%” wide was found 
to be the most satisfactory; it could be 
worn cither over or underneath the 
stocking. It had to be applied as tight 
as could be tolerated, usually 2-4 em. 
less than the measured circumference. 
The areas above or below the knee were 
found to be the most convenient and 
useful sites for application. In a few 
‘ases, however, the optimal site of 
application had to be located by a care- 
ful evaluation of the Mahorner-Ochsner 
comparative tourniquet test. The pa- 
tients were told to wear the bands dur- 
ing the day and to remove them on 
retiring. 

Persons whose occupations consisted 
in a great deal of walking were selected. 
Later on, patients with sedentary and 
standing occupation were also included. 
These persons were told to do foot exer- 
cises frequently (wiggling of feet). 

In the beginning the garter was rec- 
ommended only in cases of clear-cut 
positive Perthes Test (4 plus by Mahor- 
ner-Ochsner’s classification). Later, 
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cases with 3 plus Perthes were included 
with satisfactory subjective results. 
Cases with 1 plus and 2 plus and 
negative Perthes were excluded. Only 
patients with medium and smaller vari- 
cosities were selected. In cases with 
extremely large and thin walled varices, 
it was felt that a compressive support 
could not be omitted. 

Nine patients (18 per cent) discon- 
tinued the use of the elastic band after 
a short trial period. Three out of these 
nine patients had a 4 plus, and six a 
3 plus Perthes. Two cases in this series 
developed an allergic dermatitis during 
sclerotherapy. Powder application has 
been recommended since for all patients 
as routine measure. 

First group: 3 patients with vari- 
cosities during pregnancy : 

2 patients had sufficient relief to obvi- 
ate the use of rubber stockings. In one 
case, an elastic support had to be worn 
during the last 6 weeks, on account 
of progressive enlargement of the 
varicosities. 

Second group: 12 patients with un- 
complicated varicose veins (Grade II): 

3 patients discontinued the use of the 
elastic band. These were all males who 
did not have any discomfort from their 
veins and rejected any kind of elastic 
support. 

Third group: 22 patients with vari- 
cose veins (Grade [, II and IIT) re- 
ceiving sclerotherapy. 

The puncture site was covered with 
sterile bandage and a strip of elasto- 
plast. In three cases, the garter was 
discontinued, and an elastic support had 
to be resorted to, because of excessive 
periphlebitie reaction, which was not 
relieved by garter and exercises alone 
in one case, and on account of allergic 
dermatitis in two cases. 

The avoidance of elastic bandages 
during the hot summer months was 
appreciated by many patients. In cases 
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of larger varicosities, an ace bandage 
was applied for the first 48 to 72 hours. 

Fourth group: 9 patients with super- 
ficial thrombophlebitis. 

The tourniquet was placed on the 
thigh some distance above the affected 
vein sector. A supportive bandage 
(Zinc-Gelatin-boot or elastoplast band 
age) was applied to the lower leg and 
foot during the acute stages. Later the 
garter alone was used. In two eases 
the elastic band had to be omitted on 
account of spread of the phlebitis to 
the vein sector covered by the garter. 

Fifth group: 2 cases of menstrual 
varicose discomfort. 

One patient could not wear an elastic 
support during her period. She had to 
be in recumbency for 1% to 1 day every 
month before she used the garters. In 
both eases, the combination of elastic 
band plus routine foot exercises proved 
to be beneficial. 


SUMMARY 


In contrast to the (static) Trendelen- 
burg Test, the (kinetic) Perthes Test 
does not reveal patency or incompetency 
of the valves of the perforant veins but 
does demonstrate the decrease or in- 
crease of the endovenous pressure in 
the superficial and deep leg veins. In 
varicosities, the blood flows from the 
superficial to the deep veins. These 
reversed hemodynamics are caused, 
first, by valvular incompetence of the 
saphenas and, second, by the differ- 
ential between the increased pressure 
prevailing in the saphenas and the de- 
creased endovenous pressure in the deep 
veins as produced by the action of the 
skeletal muscles. 

Where a positive Perthes Test is 
present, a tourniquet applied around 
the limb above the varicosities, either 
below or above the knee, or at a ‘‘blow- 
out’’-level, decreases the hydrostatic 
pressure in the saphenas, acting as a 
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valve, and in this way promotes the 
evacuation of blood from the super- 
ficial into the deep veins. This takes 
place only under active contraction of 
the skeletal muscles. Therefore, patients 
have to be instructed either to walk 
around quite frequently or to do 
‘‘wigole’’-exercises with their feet. 

The old belief that an elastic garter 
is detrimental to varicosities needs to 
be revised. In selected cases, where the 
Perthes Test is positive, elastic garters 
may replace uncomfortable elastic band- 
ages and stockings. 

In the following five groups the elastic 
band was used and found helpful: 


1. Varicosities during pregnancy ; 

2. Uncomplicated varicose veins of 
medium and smaller degree; 

3. Acute thrombophlebitis, in combi- 
nation with supportive bandages 
during the acute stage; 

4. During sclerotherapy, replacing 
supportive bandages ; 

5). For relief of painful menstrual 


varicosities. 


SOM MAIRE 


L’épreuve Trendelenburg révele la 
compétence ou l’encompétence des val- 
vules veineuses de extrémité inférieure. 
L’épreuve Perthes démontre l’augamen- 
tation ou la diminution de la pression 
endoveineuse des veines superficielles 
et profondes. L’auteur diseute |’hémo- 
dymique de l’incompétence valvulaire 
et compare celle-ci avee |’action des 
muscles squelettiques dans la promotion 
de la circulation sanguine de |’extremité 
inférieure. 

Il dit qu’on devrait étudier la ques- 
tion et évaluer 4 leur juste valeur cer- 
taines opinions qui actuellement préva- 
lent tels que l’enfluence du port de 
jarretiéres. T] nous donne les résultats 
qu’il a obtenus avee differéntes méthéds 
de traitement non-conventionnelles. 
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En contraste con la Prueba de Tren- 
delenburg (estatica), la Prueba de 
Perthes (cinética) no revela la compe- 
tencia o incompetencia de las valvulas de 
las extremidades inferiores sino que de- 
muestra la disminucién o incremento de 
la presién intravenosa en las venas su- 
perficiales y profundas. El autor habla 
de las hemodinamicas concernientes a la 
incompetencia valvular y compara aqué- 
las con la accién de los musculos esca- 
lenos para promover la corriente normal 
de sangre de las extremidades. 

Posteriormente intenta demostrar que 
algunos conceptos usualmente aceptados, 
tal como el que se refiere a los peligros 
de las ligas muy apretadas, deben ser 
revisados de acuerdo con las observa- 
ciones mas recientes. Utiliza, como mo- 
tivo de ilustracién, los resultados 
obtenidos en sus estudios personales 
en cinco series de pacientes, con los 
cuales puso en practica sus originales 
mé¢todos de tratamiento, con excelentes 
resultados. 

Cpon 

Ilo KoHTpacty c cTaTHyecKoH mpo6boi 
Trendelenburg’a KHHeTHYeCKan mpoba Per- 
thes’a He OOHapyxXuBaeT COCTOAHHE KJialla- 
HOB HH)KHeH KOHCYHOCTH, HO JIEMOHCTPH- 
pyeT YMeHbIIeHHe HIM yBeJIH4eHHe 3HJO- 
BeHO3HOrO aBJICHHA B MOBePXHOCTHBIX HU 
rayOokux BeHax. ABTop o6cyxaeT remMo- 
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JMHaMHKy KJlalaHHOH WHKOMMeTeHWMH H 
CpaBHMBaeT ee C MeHCTBHeEM CKeJIETHbIX 
MBIWUL B MOUepxKKe HOPMaJbHOrO KpOBA- 
HOrO Te€4YeCHHH OT KOHCYHOCTH. 

3aTeM OH CTapaeTCA MOKa3aTb, UTO HEKO- 
TOPpble OObINHOMPHHATHI€ KOHIUENThI, Kak 
HallpHMep, OMaCHOCTb TeCHbIX MOJBA3OK, 
JOJDKHbI ObITb MepeOWUeHeHbI Ha OCHOBAHHH 
HOBbIX HaOJHOLeHHH. OH HIIOCTPMpyeT 3TO 
pe3yJIbTaTaMH, TOJIYYeHHbIMM B ero JIHMU- 
HbIX HCCJ€LOBaHHAX B MATH CepHAX OOWb- 
HbIX, K KOTOPbIX OH OUeCHb YCIelwiHO MpH- 
Me€HHJI CBOH H@€KOHBCHILHOHAIbHbIe CMOCO- 
Obl Je4UeHHA. 
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Kak YKpeNuTeJbHbIH MaTepHad Mp MOUKH- 
Ke OllepaTHBHOH PpbdKH. SaTeM CuleLyeT ero 
NIpHMeHeHHe MIP MaTOUHOM Mpouanice. Ero 
MOJe€3HOCTh C YKPeNHTeJbHOH WH 3aMeCTH- 
TCJIbHOH UWelbiO Oblia JeCMOHCTPHpoBaHa 
pH MOYMHKe NOPBaHHbIX CBA3OK KOJeHA, 
JIA PCKOHCTPyYKUHH CyCTaBOB HM CTaxKHOK 
aurauuv 6oubuux aptepuu. IIpeanosara- 
eTCA, UTO cutis OyeT HAaMAeH OYeHb N0Ne3- 
HbIM MaTepHaJIOM IIpH CTaxKHOH HW MOCTOAH- 
HOH JJHrauuu aOpThl HW WIA yKpenseHHa He- 
KOTOPbIX THINOB aHeBpH3M. 
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Johannes Fredericus Samuel Esser, F.1.C.8. (Hon.) 


The surgical world has suffered an irrepar- 
able loss in the sudden death, on August 3rd, 
1946, of the eminent plastic and—as he pre- 
ferred to term it—‘structive’’ surgeon, Dr. 
J. F. S. Esser. He was in the 69th year of 
his age. 

Dr. Esser was born and educated in Leyden, 
Holland. After receiving his medical degree 
in 19038, he began his career in general prac- 
tice in Amsterdam, Holland, but because of 
his artistic leanings, he soon determined to 
take up a specialty which would give play to 
this talent; plastic and reparative surgery 
were the natural outcome. 

In 1914, he took a special training course 
for French Army officers; he then became 
assistant under various Dutch surgeons, and, 
at the beginning of World War I, offered his 
services as a volunteer civilian surgeon, first 
to France, then to England, but was refused, 
as the Allies had not at that time begun to 
accept the services of men from other coun- 
tries. He then offered himself to Austria and 
was promptly accepted. 

At that time he was working under Noor- 
denbos. When leaving for the new appoint- 
ment, he took with him four of his chief’s 
nurses, including the head. operating nurse, 
who became his devoted helper and eventually 
his first assistant. At the time of his arrival 
in Austria, Dr. Esser, then only 36 years old, was unknown. However, it happened that, 
immediately after his arrival, he was called upon to operate on a difficult brain ease, which he 
did with such dramatically successful results, that he was made chief surgeon of what was 
then the world’s largest hospital (3,600 beds) located at Brunn, Moravia (now Brno, Czecho- 
slovakia). He served in this capacity for eight months. Upon the invitation of the Ministry 
of War, the next eight months were spent in Vienna as official consulting surgeon for plastic 
surgery. Following this, he removed to Budapest, where he found much more ideal working 
conditions. 

Up to this time, plastic surgery had not been considered as a separate specialty. Dr. 
Esser, by his skill and daring in its practice, was nearly solely responsible for establishing it 
as such. In view of the fact that Dr. Esser was accorded the distinetion of having all 
serious plastic cases reserved for him, had an unparalleled opportunity to develop and per- 
fect his theories, methods and technics. During this time, he actually performed more than 
10,000 plastic operations. 

While in Budapest, also, he had the opportunity to perform what has always seemed 
to remain, his most famous single operation, the making of a so-called ‘‘foot-hand.’’ This 
was performed upon an Hungarian peasant-soldier, who had lost all of one hand except 
for a stiff thumb and the roots of the fingers. Dr. Esser was successful in transplanting four 
of the man’s toes onto the hand-stump, giving him a usable member with which he could 
return to a useful life on his farm. His foot-hand was subjected every year to careful 
examination by experts, who found the man was even able to tie his own boot-laces. In 
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addition, the portion of his foot which was left intact was so repaired that three of the 
four essential weight-bearing points were retained, thereby allowing him to walk normally, 
—no mean achievement in itself. 

During the latter months of World War I, Dr. Esser was invited by Drs. Bier, Schroeder 
and Kriickmann to transfer his residence and work to Berlin. These men, so great had Dr. 
Esser’s fame become, even offered to pay him a salary out of their own pockets until such 
time as the government might sponsor him. Touched by this generosity from men of unques- 
tioned eminence who knew him only by reputation, he felt constrained to accept. Shortly 
after settling in Berlin, he was nominated ‘‘ Fachaerztlicher Beirat’’ by the German War 
Ministry. 

Both work and honors poured in upon him. In the technical Hochschul, the sister- 
in-law of the Emperor was his chief operating room nurse. Unecounted numbers of fearfully 
mutilated casualties were brought to him for reconstruction. In Bier’s clinie, this best-known 
of all German surgeons took such an interest in his work, that he often acted as Dr. Esser’s 
assistant in the operating room—an honor accorded to no one else. At the same time he was 
granted a license to engage in civilian practice without having to pass an examination; this 
also was at the instance of Dr. Bier, and had only once before been done for an alien. 

Dr. Kriickmann gave Dr. Esser half of all his available beds for a period of two years 
and regularly assisted him with his operations. Once a week, also, he invited leaders in oph- 
thalmology from other cities to witness his demonstrations. 

Dr. Esser also operated at this time in the dental clinie of the University of Berlin, 
assisted by Dr. Schroeder and Professor Williger, also in the University eclinie of Prof. 
Borehard. In addition, large numbers of patients were sent to him from other cities. 

At about this time Dr. Bier proposed to Dr. Esser that he undertake to start an insti- 
tute for plastic surgery in connection with Bier’s clinic. Dr. Esser declined, but from this 
suggestion grew the dream to which much of the rest of his life was dedicated, the dream 
of a separate plastic surgery institute, which should be so wide in its scope, so universal in 
its service, that it would overpass all boundaries, national, racial and financial, a haven to 
which the mutilated and deformed from all parts of the world might come, the rich pay- 
ing the way for the poor, and find renewed life and hope, not only through correction 
of their physical handicaps, but through mental, moral and economic reconstruction as well. 
Dr. Esser envisioned a vast estate, with forests and farms, playing fields and gardens, as well 
as hospital buildings, living quarters, scientific laboratories and all the other physical appur- 
tenances required for so vast an undertaking. 

Through his inspired enthusiasm, the support and interest of a large number of men 
of science were enlisted toward the start of the enterprise. That it never actually came 
near to fruition was due to a number of causes, chief of which was the gathering clouds of 
World War II. 

In the period from 1919 on, Dr. Esser witnessed the formation of the German republic 
and was offered the post of Minister of Health, which, however, he felt constrained to refuse, 
as he was then largely absorbed in the raising of funds for his plastic.surgery project, the 
dear dream of his heart. 

In 1927, Dr. Esser moved from Germany to the principality of Monaco, where he lived 
until he emigrated to the United States in 1940. Here he spent the remainder of his declin- 
ing years in the writing of an autobiography and some other material and in various types 
of scientific and philosophic research. Some of his articles have appeared from time to time 
in the pages of this JouRNAL, during the past several years. 

Much of Dr. Esser’s well-deserved fame rests upon certain innovations which he made 
in the previously-used methods for skin and tissue grafting. Some of these ideas were consid- 
ered revolutionary, yet under his hands, they proved their practicality, and have been gen- 
erally accepted by plastic surgeons who have followed his lead and accomplished such seeming 
miracles for the mutilated and maimed of the war just ended. Best known of these are his 
so-called ‘biological flaps,’’ in which especial attention is given to the maintenance of arterial, 
venous and lymphatie supply to the pedicled flap; and the ‘‘ Esser inlay’’ which makes use 
of pressure applied by a mold of the wound to prevent exudation between the graft and 
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its bed. This mold is made of dental stent; the idea for the process derived from Dr. Esser’s 
early experience in dental practice in Holland. 

More than 150 books, papers and other items have come from his pen. These include 
‘‘Rotation der Wange,’’ published in Leipzig in 1918 (now out of print); ‘‘ Biological 
Flaps,’’ published in 1928, which has since been translated into no less than seven lan- 
guages; and ‘‘Esser Inlay,’’ published in 1940. ‘‘Twenty Years of Structive Surgery,’’ a 
compilation of the work of leading surgeons in various phases of this specialty and edited 
by Dr. Esser, with Hofrat Prof. Adolf Lorenz of Vienna, was still unfinished at the time of 
his death. Dr. Esser’s foot-hand operation, previously mentioned, was described in ‘‘ An- 
nals of Surgery’’ for April, 1940 and other journals. 

Other types of procedures which Dr. Esser revolutionized included the successful treat- 
ment of old, torpid wounds by a method which he described as ‘‘Einnihung’’ (Deutsche 
Zeitschr. fiir Chirur., p. 382, 1918) and the treating of wounds of all kinds with little 
or no bandaging. 

Dr. Esser’s hobby was chess. He won the amateur chess championship of Holland 
in 1912. 

He is survived by his second wife, the former Aleida de Koning and her three chil- 
dren, also by the three children of his first wife, the former Olga Hazelhoff-Roelfzema. 

Dr. Esser, our versatile colleague, artist, philosopher, research worker and devoted friend, 
is gone, but his memory lives on. His imprint is left indelibly upon the sands of time; we 
shall not soon again find his equal. 


Ro 5 Se: 
Eugene (Jeno) Polya 


One more German crime against the world of science has been revealed in the disappear- 
ance, on December 7, 1944, of the distinguished Hungarian surgeon, Professor Dr. Eugene 
Pélya. As no trace even of his body has ever been found, he has been officially declared dead 
as of that date. While in hiding in Budapest with several friends, during the Russian siege 
of that city, he was recognized by a Nazi gang and presumably murdered. 

Professor Pélya was born on April 30, 1876, in Budapest, the son of a Privatdozent 
of the University of Budapest and member of the Royal Hungarian Academy. Upon the pre- 
mature death of his father, young Eugene shouldered the burden of providing for his mother 
and siblings, at the same time that he was completing his own education at the University 
of Budapest. When he graduated, it was with high honors, after which he spent two years of 
interneship under Professors Schulek and Dollinger. He then became affiliated with the sur- 
vical clinie of Professor Herezel who was to be a source of inspiration to the younger man. 

Later, he went into private practice and was affiliated with St. Margaret’s Hospital. 
When only 30 years of age, he was appointed chief surgeon at St. Stephens Hospital (1906), 
which position he retained until his retirement in 1941. In 1934, he was made a Privat- 
dozent; he had been an assistant professor since 1914. 

The number of operations Pélya performed in his lifetime was very great; in addition 
he engaged in much experimental surgery and published more than 500 papers, pamphlets 
and books. Among the latter were works on surgery of the biliary system, on gastric sur- 
gery, on carcinoma and on plastic surgery; also an historical treatise on medicine and 
its cultural aspects, the last and most successful work before his tragic death. 

Notable were his various important modifications in the technie of herniotomy, as well 
as his brilliant work on acute necrosis of the pancreas. In the latter he came very close to 
discovering insulin! He was an ardent supporter of the theory that canzer is due to a 
filterable virus. 

A daring surgeon who was always ready and able calmly to meet any unexpected emer- 
gency, Pélya never specialized in a certain type of operation; he would modify any tech- 
nie to suit a particular case or need. Honest, ethical and conscientious, his services were 
available to rich and poor alike. 
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That he was as versatile as he was skilled, was demonstrated by both his medical career 
and his personal life. He was fond of music, and was known among his friends for the fre- 
quent ‘‘musieales’’ given in his home, at which he played proficiently upon several different 
instruments. He also loved good books, played chess and bridge with ardor and was a bril- 
liant conversationalist. 

In October 1939, he visited the United States to address the Clinical Congress of the 
American College of Surgeons at Philadelphia on ‘‘The Re-establishment of Gastro-Intestinal 
Passage after Gastric Resection.’’ During this Congress, he was granted an honorary Fellow- 
ship in the American College of Surgeons. 

The clouds of war had already rolled over part of Europe; many of Professor Pélya’s 
friends besought him to remain in a country where he would be safe, but, three months after 
the Philadelphia meeting, he returned to Europe to “‘take care of his wife and daughter,’’ 
which perfectly worthy aim undoubtedly cost him his life, though those two still survive 
and are living in Budapest. 

Surviving also are two sons, now living in Australia and holding positions of emi- 
nence there. There is also a daughter who is married and living in the United States. But 
his official death at the hands of Nazi gangsters, has deprived the medical world of one of 
its most brilliant lights, a tragic ending for such an illustrious surgical career. 


Wells Philips Eagleton, M.D., A.I.C.8. 


Word has just been received of the sudden death, on September 11, 1946, of Dr. Wells P. 
Eagleton, of Newark, New Jersey, in the 81st year of his age. Dr. Eagleton, who had been 
a member of the International College of Surgeons since 1940, was, by his own character- 
istically modest wish, an Affiliate, rather than a Fellow, although his qualifications fully 
entitled him to the higher rank. 

Dr. Eagleton had been practicing surgery in Newark for considerably more than half a 
century and had, beside, a long and distinguished list of accomplishments in various fields 
of surgical specialty to his credit. His service to his native city was interrupted only once 
during his long career, when he was commissioned a major in the Army Medical Corps, 
during World War I, and made Chief of Brain Surgery at the Camp (now Fort) Dix Base 
Hospital. After the Armistice, he was promoted to the rank of Lieutenant-Colonel, and placed 
in the Reserve Corps, which status obtained until the time of his death. 

Dr. Eagleton was graduated from the College of Physicians and Surgeons of Columbia 
University in 1888 and served his interneship in the Newark City Hospital. Thereafter, his 
practice was conducted from an office within walking distance of the Newark Eye and Ear 
Infirmary, which he founded, and of which he was medical director, chief of staff and super- 
intendent. He specialized in surgery of the eye, ear and brain. 

In 1922, he wrote ‘‘Brain Abscess: Its Surgical Pathology and Operative Technique,’’ 
which became a standard medical college text, as well as the forerunner of a series’ of other 
distinguished works in his special field. These included numerous tracts and monographs, 
as well as several books, among which were ‘‘Cavernous Sinus’’ and ‘‘Thromboses.’’ Dr. 
Eagleton was also credited with a considerable amount of important original research. 

His hobby was travel. He made more than a score of transatlantic crossings during 
his lifetime, and turned his journeys to good account by visiting many of the major medi- 
eal institutions of Europe. 

Dr. Eagleton held many positions of honor and authority, during his lifetime. Among 
these were Chief of the division of head surgery at the City Hospital, Newark; Consulting 
Surgeon, Newark Memorial Hospital; Consulting Chief Surgeon, Essex County Isolation 
Hospital and Essex County Hospital at Cedar Grove, N. J., also at the Morristown (N. J.) 
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Memorial Hospital ; he was also a member of the consulting staffs of several hospitals in Union 
County, N. J. In 1934, he was president of the American Academy of Ophthalmology. In 
1939, he received the Edward J. Il] Award from the Academy of Medicine in Northern 
New Jersey ; in 1940 he also received the Award of Merit from the New Jersey State Medical 
Society. 

In 1921, while he was chairman of the Welfare Committee of the New Jersey State 
Medical Society, he organized some thousand physicians in the state for a demonstration 
in the capital at Trenton in the interests of educational legislation. 

Men such as this appear all too infrequently in any walk of life; when they do, they can 
ill be spared. The bare record of Dr. Eagleton’s honors, appointments and aeccomplish- 
ments serves but poorly to demonstrate his very considerable contributions to his profes- 
sion. That he did actually live so long and active a life is the good fortune of his fellow men. 


Mario Donati, M.D. 


Professor Dr. Mario Donati, famous 
Italian teacher and surgeon, died suddenly 
in Milan, Italy, on January 21, 1946, at the 
age of 67. 

Born at Modena in the year 1879, he later 
attended the Seuolo Chirurgica of Turin. 
While still very young he was appointed 
Professor of Surgical Pathology at the Uni- 
versity of Cagliari and later served at the 
University of Modena in the same capacity 
for eight years. In succession he occupied 
the chair of Clinical Surgery at Padova from 
1922 to 1927; at Turin from 1927 to 1932 
and at Milan from 1932 until his death. 

He founded the “Archivio Italiano di 
Chirurgia,” the “Societa Piemontese di Chi- 
rurgia,’ and the “Societa Lombarda di 
Chirurgia.”’ 

His publications numbered more than two 
hundred, dealing with almost all the 
branches of surgical pathology and clinical 
surgery and ineluding the well-known 
““Trattato di Chirurgia dell’ Addome.’’ He 
was also director of various Italian surgical 
journals. 

Professor Donati served as President of 
the “Societa Italiana di Chirurgia,” and was 
a member of numerous Italian and foreign 





associations, including the “Académie de Chirurgie” of Paris, the Medical Society of Copen- 
hagen, the Medical Society of Chile and the Medical Association of Argentina. 

Because of his intelligence, energy, originality and brilliance, he became Italy’s leader in 
surgery; in the Academic field his lectures were considered models of clarity and conviction. 
He has well earned a place among the most famous of the clinical masters of surgery of 
all eras. 
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Benjamin D. Luck, Sr., M.D., F.1.C.8. 


Word has been received of the death, on January 23, 1946, of Dr. Benjamin Luck of 
Pine Bluff, Arkansas. Dr. Luck was 66 years old. 

Elected to Fellowship in the International College of Surgeons on July 6, 1941, Dr. Luck 
received his Degree and Diploma at the Convocation held in connection with the Interna- 
tional Assembly in Mexico City on August 12 of that year. Prior to that time he had held 
yarious positions of trust in his own community, both within and without the medical pro- 
fession. He had been for twenty years, president of the Jefferson County (Ark.) and Pine 
Bluff city Boards of Health. He was also at one time vice-president of the Arkansas Medi- 
eal Society and president of the Jefferson County Medical Society. In addition, he had 
been president for some time of the Pine Bluff Rotary Club and belonged to the Scottish Rite 
Consistory, Knights Templar and Shrine. He belonged to the Missouri Pacific Hospital Asso- 
ciation and was local surgeon for the Missouri Pacific Railway. 

Dr. Luck served for many years on the staff of the Davis and United Links Hospitals, 
and was instructor in gynecology and obstetrics in the nursing school of the former institu- 
tion. The majority of his surgical work was in industrial surgery and in obstetrics, although 
he was considered a general surgeon. 

In his death, the medical profession of his native state in general, and the Fellowship of 
the International College of Surgeons in particular, have lost one of those fine, busy, unas- 
suming workers who, within a limited geographical sphere, frequently contribute so much 
to the good of their own communities and the advancement of human welfare. He will be 
sincerely missed. 


William Harman Surber 


From D. Appleton-Century Company has been received the following information. 
William Harman Surber, a member of the Medical Department of that organization for 
seventeen years and its Editor since 1939, died suddenly of a heart attack on July 16. He 
was 55 years of age. 

Mr. Surber, a native of Staunton, Virginia, entered the publishing field some thirty- 
five years ago. While still in his twenties he established his own firm, the Surber Publishing 
Company. He specialized in the legal field; he also acted as a general printer, and main- 
tained a retail book-and-stationery shop as well. ‘His business affairs were managed by 
assistants during the two years of his service as a lieutenant in World War I; he resumed 
personal control after the armistice of 1918. But when the physical plant of the Surber 
Publishing Company was wiped out by fire in 1929, he joined the staff of what was then 
D. Appleton & Company. 

With Appleton, Mr. Surber’s first position was that of Medical College Representative. 
A few years later his work was extended to include the sale and promotion of medical books 
in all markets. In 1939 he became Editor of the Medical Department. Since that time he 
was associated with the publication of many sound and outstanding works. Probably nearest 
his heart were the Christian editions of Osler’s ‘‘Principles and Practice of Medicine’’; 
he saw three separate editions of that classic through the press, and was working on a 
fourth (to appear under Christian’s sole name) at the time of his death. Other editorial 
projects which he brought to maturity included the Bayne-Jones revision of Zinsser’s 
““Bacteriology’’, (two editions) ; Cole and Puestow’s ‘‘First Aid: Surgical and Medical’’ 
(three editions in English plus a Spanish translation) ; Yater’s ‘‘Fundamentals of Internal 
Medicine’’ (two editions); Stander’s revisions of Williams’ ‘‘Obstetries’’; Cunningham’s 


‘Psychology for Nurses’’; Belding’s ‘‘Textbook of Clinical Parasitology’’; Belding and 
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Marston’s ‘‘Medical Bacteriology’’ (two editions) ; Cole and Elman’s ‘‘ Textbook of General 
os ad ; ‘ er: . 9 ‘ . . . . 
Surgery’’ (four editions) ; and Kolmer’s ‘‘Penicillin Therapy’’ and ‘‘ Clinical Diagnosis b 
gery ; d g 


Laboratory Examinations.’’ 


At the time of his death Mr. Surber was one of Appleton-Century’s oldest and most 
valued staff members. His years of experience and his broad knowledge of medical publishing 
had contributed incaleulably to the firm’s outstanding position in that field; while his quiet 
good temper and unobtrusive friendliness had won for him the high personal regard of 


even his most casual associates. 


Surviving are his widow, the former Louise Crump; a son, Lieutenant William Harman 


Surber, Jr., of the Navy; and three sisters. 


(Continued from page 728) 
SUMARIO 


El autor comienza su trabajo por 
evaluar con detalle varios tipos de in- 
fecciones al pelvis, en su estado agudo 
y cronico, determinadas en la practica 
ginecologica. El autor las divide en 
gonorrea, séptica o piogénica, y en 
tuberculosis. 

Kl autor explica la génesis, el curso 
normal, las probables complicaciones y 
las indicaciones en pro o en contra de 
una intervenci6n quirtrgica. Bosqueja 
el tratamiento rutinario aplicado a los 
pacientes admitidos en el hospital, en 
condiciones de aguda inflamacion en las 
regiones genital y adyacentes, y cita de 
paso la personal experiencia en mas de 
250 casos. Menciona sus resultados con 
la terapia quimica y también con simples 
tratamientos mecanicos tales como 


duchas calientes. Concluye con la decla- 
racion de que ja mortandad en sus casos 
fué sdlo de un 2.2 por ciento. 


CBoy 


ABTOp HauHHaeT CBOH LOKIa, LOBOJIbHO 
NOApOOHOH OWeHKOH pa3HbIX THIOB Ta30- 
BbIX HH(PeKWHH, KaK OCTPbIX, TaK H XPOHH- 
4YeCKHX, OOBINHbDIX B THHeKOJOrHYecKOH 
mpakTHke. B oOOuleM, OH HX AeJMT Ha: ro- 
HOpeHHble, CenmTH4YeCKHe HH THOHHbIe 
TYOepKyJe3Hble. 

Ou o6cyxaeT reHe3, OObINHbIN Kypc, 
BO3MOXKHbIe OCJO#KHCHHA WH MOKa3aHHA Ha 
M IIPOTHB XMPyprHyecKOro BMELUATEJbCTBA. 
On jaeT NaH weyeOHOH pyTHHbI, mpume- 
HACMOH K MOCTYMatoulMM B OOJbHHLY OOVIb- 
HbIM C OCTPbIMM BOCIIaJICHHAMH B MOJIOBOH 
WM Ta30BOH OOacTH HW UATHPyeT CBOH ONbIT 
B 250 culyyanx. OH YMOMHHAeT CBOH pe3yiib- 
TaTbl B IIPHMeHeHHH XHMOTEePalIMH, a TAKKe 
HM 6oOvlee MpocTbIxX MexaHHyecKHX CnoOCcoG6oB, 
KaK yu. B 3aKm104eHHe OH 3aMe4aeT, 4TO 
B erO Ce€pHH CMepTHOCTh ObiJa 2.2% 








NEW BOOKS 





Dr. Harry E. Bacon points out, in the introduction to his Essentials of Proctology,' 
that the interest in this particular specialty has greatly increased in the past few 
years, as witnessed by an ever-increasing number of texts and papers on the subject. 
Especially useful at the present time, is a small handbook of this sort, by an acknowl- 
edged master in the field, designed particularly for the student and the general practitioner, 
but also with definite appeal to the general surgeon. 

The author states that “it has been the purpose (of the book) to discuss and present 
in each chapter the abnormal process or processes and the train of symptoms by which 
a diagnosis can be made. Features important in differential diagnosis are described and 
supported by charts in tabular form. According to the subject at hand the treatment 
in each condition is presented concisely but adequately including measures which may 
be employed by the patient and those to be prescribed or performed by the physician. 

Where operative maneuvers are indicated the method or methods are described step 
by step.” 

Not the least valuable feature of the text, and one not recently seen elsewhere, is 
a tabular condensation, located on the inside front cover, entitled “ Index of Symptoms 
and Signs.” Simple enough in its form and phraseology, almost to be comprehensible 
even to a layman, it should serve the diagnostician as a quick guide to the use of the 
main body of the text. No page references are included in this section (which might 
have been a useful addition), but the comprehensive character of the table of contents 
makes this unimportant. 

Illustrations are excellent and very numerous and arranged ip close proximity to 
the related text material. The subdivisions of each chapter are listed under the chapter 
heading and repeated, in large type above their own paragraphs. Wordage hes been 
cut to a minimum. Absolutely no space has been wasted on historical data, unproven 
opinions, obsolete methods, or anything else that could not accurately be construed as 
bearing directly on the “ essentials ” indicated by the title. The index occupies ten pages 
and appears to be adequate and complete. 


Any sort of a History of Medicine,? to be worth the paper it is printed on, could 
scarcely attempt to fit itself into the class of popular literature. Dr. Douglas Guthrie 
has made no such attempt; what he has attempted, and with admirable success, is to 
put into rather brief form the result of an enormous amount of very scholarly research 
into the background of modern medicine and surgery. Within the compass of a book of 
the approximate size and weight of a popular novel, he has compressed such an 
unbelievable amount of historic material, that it seems almost unthinkable that he should 
also have made that material interesting and readable. 

The style is lucid; the balance between dry data such as dates and references and 
the running commentary which holds them together is so nicely maintained that the 
reader is able to absorb large amounts of accurate information without any danger of 
developing mental indigestion. It seems a pity that, in these days when so extremely 
much must be crowded into the years of medical school, the history of medicine, upon 
which so much of our modern knowledge is founded, has of necessity been forced into 
the background. Though this book is by no means “light reading,” it could be, quite 
fairly, designated as “recreation ’”’—in the original sense of that word—for the medical 
student or the practitioner. It would also make a handsome and welcome gift, or could 
most appropriately be offered as a prize or award. As such it would be much more 
likely to be used and appreciated than many items often chosen for such purposes. 


1 Essentials of Proctology. Harry E. Bacon, M.D., F.A.C.S., F.A.P.S., F.LC.S. 345 pp., 168 illus. J. B. 
Lippincott Co., Philadelphia, Pa.; 1943. 

2A History of Medicine. Douglas Guthrie, M.D., F.R.C.S. 448 pp., 72 plates. J. B. Lippincott Co., 
Philadelphia, Pa.; 1946. Price $6.00. 
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In the 540 small pages of his newly revised Principles of Neurological Surgery,* Dr. 
Loyal Davis has covered the entire field of neurosurgery in a clear, concise and comprehen- 
sive study. His discussion of diagnosis, surgical technic, gross and histopathology, inci- 
dence and results provides a well-grounded introduction to the study of this specialty. 

For the student, it is an outstanding primer; for the general practitioner or surgeon, 
it is a practical guide in orientation of neurosurgical problems; for the specialist, it is 
invaluable as an aid in teaching. Dr. Davis’ competent hand leads the student safely 
through the labyrinth that this subject seems to the beginner and dispels the aura of 
“mystery and futility” which, in the mind of the average medical man, surrounds this 
field. 

The author neither digresses nor does he devote an inordinate amount of space to any 
one phase of his subject to the exclusion of any other. The volume is well-rounded, well 
balanced and easily comprehensible. 

The illustrations are carefully selected and well-arranged, particularly in the chap- 
ters dealing with tumors of the brain and spinal cord. Containing photographs of the 
patient, the X-rays, the gross lesions and the histopathology, these chapters are probably 
the most valuable in the entire volume. 

Used as a reference work, Dr. Davis’ monograph will clarify for the general practi- 
tioner and general surgeon, many neurosurgical problems, such as the diagnostie and sur- 
gical management of vascular disturbances of the extremities and essential hypertension, 
and will aid in the evaluation of causalgie states. Adequate consideration is also given 
to herniation of the intervertebral disc and to injuries to the peripheral nerves, two 
conditions which have become prevalent because of the recent war. 

Dr. Davis’ observations on peripheral nerve injuries are of particular interest since, 
during the war, he had opportunity to observe a vast number of such cases in his posi- 
tion as Consultant in Neurosurgery in the European Theatre of Operations. 

This opus is highly recommended for addition to school and hospital libraries, as well 
as to the general practitioner’s office shelves. 


The surgical world will warmly welcome this seventh edition of Bailey and Love’s * 
well-known and widely used classic A Short Practice of Surgery with the incorporation 
into the text of additional figures of outstanding merit and the replacement of a number 
of former illustrations by excellently drawn new ones. The unique color photographs of 
essential pathologie processes contributed by Dr. L. C. D. Hermitte will fascinate the sur- 
gical reader, who cannot fail to appreciate their intrinsie worth. 

The work has been carefully indexed, and a valuable glossary of anatomie names 
added to prevent confusion from differing nomenclatures. Proof has been read with excep- 
tional thoroughness. The volume is somewhat larger than previous editions due to the skill- 
ful inclusion in the text of the newest advances in surgical knowledge and technics neces- 
sary to bring the contents up-to-date. 

A satisfactory proportion of the book is devoted to the head, face, teeth and mouth, 
and neck, while the chapters dealing with the breast, gastro-intestinal tract, and male 
reproductive organs are a veritable mine of information. Etiology, pathology, clinical 
features and treatment of various diseases are adequately handled within the scope of 
the work. 

Advanced surgery and rare conditions are discussed in fine type. One might wish 
that in a work devoted to surgery, technics of specific interest for the surgeon had not been 
put in reduced type, but on the whole the work is excellently organized and is readable 
and lucid. This outstanding reference text by two eminent authorities, in its latest form, 
is enthusiastically recommended as a valuable asset to the medical library, and a “must” 
for the desk of the busy surgeon. 


3The Principles of Neurological Surgery. Loyal Davis, M.S., M.D., Ph.D., D.Se.(Hon.) 3rd Ed., 
revised. Lea & Febiger, Phila.; 1946. 

+A Short Practice of Surgery. Bailey, Hamilton and Love, R. McNeill. 7th ed. H. K. Lewis & Co., 
Ltd., London, 1946. 
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Medieal historians and all members of the profession, whose abiding interest in the 
great scientists and men of medicine who preceded them, encourages further research into 
their pasts, will thoroughly enjoy perusing John and William Hunter,° the result of Jane 
Oppenheimer’s studies, undertaken as a holder of a Simon Guggenheim Fellowship at Yale 
University and completed at Bryn Mawr College. Miss Oppenheimer has delved into note- 
books, letters and publications of the eighteenth century to bring new light to the fre- 
quently debated question of Home’s culpability in “Everard Home and the Destruction of 
the John Hunter Manuscripts” and to disseminate new information on “William Hunter and 
His Contemporaries.” The two essays, copiously annotated and accompanied by complete 
bibliographies and indices of names, are included in one volume. 

Miss Oppenheimer brings a new viewpoint to the problem of why Everard Home 
burned Hunter’s manuscripts thirty years after his death. While not denying the loss to 
posterity through Home’s act, she dares to differ from the commonly accepted assump- 
tion that the action of Hunter’s brother-in-law was due to deliberate malfaisance. In 
attempting to prove her point, she has undertaken a psychological study of the relation- 
ships among Hunter, Home and William Clift, and endeavored to show that Clift’s aceu- 
sation that Home plagarized the materials he held in trust and destroyed the papers to 
cover his own defection, was based on personal envy of Everard Home, rather than 
being warranted by the facts. Her hypothesis is interesting, whether or not the reader be 
eonvineed by her arguments. The facts which she has marshalled are well presented. 

In “William Hunter and His Contemporaries,’’ Miss Oppenheim has recounted William’s 
contributions to medical science, emphasizing the fact that John and William were bitter 
rivals, though William’s efforts have been overshadowed in the annals of medical history 
by John’s brilliant achievements. It was William Hunter who, as the Physician Extraordi- 
nary to Queen Charlotte, opened the door of the medical profession to the “male mid- 
wife,” even though he was rejected as a member of the College of Physicians (to which no 
obstetrician was eligible), in spite of a motion by Sir John Pringle that the “man-midwife 
to the person of the Queen should be excepted.” 

This interesting and historically accurate little volume will provide pleasant and 
instructive reading for everyone to whom the names of John and William Hunter are 


known. 


The problems involved in the Treatment of Bronchial Asthma °® are familiar to every 
physician, no matter where his practice may take him. Drs. Vincent Derbes and Hugo 
Engelhardt, together with a distinguished panel of contributors, have prepared for the 
profession a most exhaustive and scholarly treatise on this frequently-encountered and 
vexatious condition in all its far-flung ramifications. 

So much has been learned in the past quarter century about the causes of asthma and 
hay fever, both direct and indirect, and their. predisposing factors, that a compact and lucid 
compilation of this knowledge was definitely in order. That the co-authors have succeeded 
admirably in producing such a compilation is amply evidenced even by the most cur- 
sory perusal of this new book. Chapters by various specialists in different phases of 
the study and treatment of conditions of allergenic origin in general and of the entitled 
condition in particular, cover every facet of the subject from plants, animal emanations 
and other allergens, all the way to the psychie aspects of the affection. 

Illustrations are numerous, including both macro- and micro-photographs, as well as 
charts and graphs on many phases of the subject. Sections on various forms of treatment 
are complete and specific; many detailed dietary lists are also included. Bibliographies, 
which are unusually complete, are placed at the end of each chapter. Altogether this work 
is practically a “must” for the well-chosen medical library, public or private. 





5 John and William Hunter. Jane Oppenheimer. Henry Schuman, New York, 1946. 
6 Treatment of Bronchial Asthma. Vincent J. Derbes, M.D. and Hugo T. Engelhardt, M.D., F.A.C.P. 
J. B. Lippincott Co., Phila.; 1946. 466 pp., 61 illus. Price, $8.00. 
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A Bibliography of Infantile Paralysis’ is a bibliographic work compiled from all of 
the literature on infantile paralysis since it was first described by Underwood in 1789. 
The material is arranged in chronological order; there are 8,320 references in all. Under 
many of the more important references there are explanatory abstracts. 

The editors have already planned future supplements to this work. 

There is no question that this monumental volume should have a permanent place on 
the reference shelves of any comprehensive medical library. 


Clinical Electrocardiography * by David Scherf and Linn J. Boyd, is designed for the 
moderately advanced student. It is well written and there are copious illustrations of the 
text. Practicaily every chapter has its bibliography of general and special references. 
Unfortunately, some of the more current references are not included. 

In the text as a whole, the various arrhythmias have received the most attention, 
although coronary disease and myocardial damage are well treated. It would seem, how- 
ever, that in a study proposed for the moderately advanced student, more comment could 
have been made regarding the chest leads, unipolar extremity leads, esophageal leads, ete. 
The tremendous amount of work done on the latter in the past few years certainly pro- 
vides an ample field for supplementing the material which the authors have presented under 
the chapter title “Chest Leads.” : 

The format of the book is excellent; the illustrations are set forth so that they may 
be discerned in the normal reading position without turning the book from side to side, 
which is most unusual for a text on this subject. The book should also be recommended 
to the beginning student of electrocardiography because of the clear, concise method of 


presentation. 


Mr. Hamilton Bailey of London is one of England’s greatest living surgeons; he is 
also one of those rare men of medicine who can put down upon paper the full fruits of 
his long and distinguished career in a manner so complete, so lucid and so admirably 
uncomplicated as to be comprehensible even to the layman. Or, as in the case of his new 
Demonstrations of Operative Surgery for Nurses,’ in a form appreciable by the expand- 
ing minds of very young women just starting out in their own professional careers as 
nurses. 

The book is aptly titled; each unit is quite literally treated as an_ individual 
demonstration, in the form of a separate chapter, even though some of these are no more 
than a page or two in length. The text material consciously reads like an informal lecture 
given during the process of an actual operation; a specific case, with a very brief out- 
line of the history, is used for each demonstration. 

Each is representative of a class of operative procedures; the number of different kinds 
and types of operations covered is amazingly wide. The various sorts of procedures are 
grouped under the usual general classifications, such as Head and Neck, Rectal, Gyneco- 
logical and the like. Introductory chapters deal with instruments, apparatus and general 
principles of procedure for the surgical nurse. 

Numerous splendid illustrations embellish the text. 


7A Bibliography of Infantile Paralysis, 1789-1944, with selected abstracts and annotations. Pre- 
pared under direction of the National Foundation for Infantile Paralysis, Ine. Edited by Morris Fish- 
bein, M.D. Compiled by Ludvig Hektoen, M.D. and Ella M. Salmonsen. J. B. Lippincott Co., Phila.; 1946. 

8 Clinical Hlectrocardiography. David Scherf, M.D., F.A.C.P. and Linn J. Boyd, M.D., F.A.C.P. 
Second Edition. 243 illustrations. J. B. Lippincott Co., Phila.; 1946. 

9 Demonstrations of Operative Surgery For Nurses. Hamilton Bailey, F.R.C.S., F.ILCS. E. & 8. 
Livingstone Ltd., Edinburgh, Scotland; 1945, 348 pp., 531 illus., many in color. 
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During the past ten years there has been a steady increase in the use of certain of the 
barbituric acid derivatives as intravenous anesthetic agents. A voluminous bibliography has 
accumulated during this time. Some have advocated their use for all types of surgery, some 
have limited their use to minor procedures and some have condemned them. It is fitting, 
then, that a conservative appraisal of their place among anesthetic agents should be made 
by one who has been closely associated with their development from the earliest. Dr. R. C. 
Adams is well qualified to do this. In his book Intravenous Anesthesia '® he reveals a tre- 
mendous amount of research on the general subject of intravenous anesthesia, complete with 
references. 

In this reviewer’s opinion Dr. Adams has discussed too thoroughly many of the drugs 
that were tried and found wanting. These ine!ude chloral hydrate, hedonal, magnesium sul- 
fate and a number of others. The true value of the book lies in the latter half, where evipal 
sodium and pentothal sodium are evaluated as anesthetic agents. There is detailed informa- 
tion on their uses, indications, contraindications, technics of administration and the like. 
If everyone who uses these drugs were to read and heed this part of the book, many of the 
abuses of the intravenous method would be remedied. Dr. Adams is to be congratulated on 
offering the medical profession an excellent work. 


The latest edition of the Quick Reference Books for Medicine and Surgery,'! by 
Dr. George E. Renberger, is an invaluable reference work for the busy practitioner and 
surgeon, It is an up-to-date, handy volume in most commendable format. The type is 
easy to read; the text is conveniently divided into the various branches of medicine, 
thumb indexed. An excellent index of subject headings is provided at the back of the 
book. Illustrations and full page plates add: much to its attractiveness. 

Diseases are arranged in alphabetical order; their descriptions, prognoses and _ treat- 
ment are stated in concise terms. Adequate cross references aid the reader quickly to find 
the subject sought. The chapters on Obstetries, the Skin, Eye, Ear, Nose and Throat have 
been rewritten. A separate section contains a list of the drugs referred to in the text, 
together with their dosages and uses. 

The compilation of data has been expertly done and fine selective judgment has been 
shown. The volume is highly recommended. 


For the nurse in charge of the operating room and for the intern, Alexander’s book on 
Operating Room Technique'’ is an excellent, well rounded work. The twenty-eight 
chapters encompassing all types of surgical procedure are enticingly arranged, and all add 
a great deal to the competency of the operating room personnel in acquiring the dicta 
and outline of the procedures in each. Errors are pointed out and instructions given as 
to how to avoid them. The illustrations embellishing the work are borrowed from a num- 
ber of standard textbooks. It is a good book which can be highly recommended to all per- 
sonnel concerned with operating room procedures. 


10 Intravenous Anesthesia. R. Charles Adams. Paul B. Hoeber, Inc., New York, 1944. Price $12. 


11 Quick Reference Book for Medicine and Surgery. George KE, Renberger, M.D., 13th Ed., 1461 pp. 
J. B. Lippincott Co., Phila.; 1946. 
12 Operating Room Technique. Edythe Louise Alexander. C. V. Mosby Co., St. Louis, 1943. 
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There has been a marked tendeney in the past two decades, to reduce all sorts of 
literature of the more practical sort to the status of little more than rather full titles 
for large numbers of pictures on the subject. This is best illustrated by the growth in 
number and popularity of “tabloid” newspapers. It is also very evident in the format 
assigned to numerous “how-to-do” books in the widest possible variety of fields. 
Whether this is good or bad, wholly or in part, is not within the provinee of this 
discussion to opine. What is now noteworthy is that this trend has finally invaded the 
field of what might be called “ popular ” medical literature. 

Two such books have recently come from the presses of one of America’s most 
respected publishers of medical material. These are on widely dissimilar subjects, and 
are entitled respectively. Diabetic Care in Pictures '* by Rosenthal, Stern and Rosenthal 
and Mother and Baby Care in Pictures '! by Louise Zabriskie. The physical format of 
the two is nearly identical; each has a board cover decorated with appropriate photo- 
graphs and held together with a plastic “ring” binding; each has at least sixty per 
cent of its page space occupied by pictures and diagrams. The pictures are both photo- 
graphs and drawings, many in what is usually understood as “cartoon” style or in 
silhouettes. The purposes of the two are also identical, to give to the class of persons 
for whom they are planned detailed, graphie instructions in methods of procedure which 
might otherwise seem to them difficult and mysterious. 

The eare—and more especially the self-care—of the diabetie patient is a matter which 
is entirely new to the average layman; not so, the care of pregnant women and of 
babies. For this reason it is easy to see the value of such a book as that of Dr. and 
Mrs. Rosenthal; it is a little harder to understand just what unfilled need will be supplied 
by Miss Zabriskie’s work. 

The life of the diabetic is so entirely dependent on the kind of material care he 
receives from his physician, coupled with the degree of accuracy he is capable of bringing 
to the following out of that physician’s instructions for his self-administered treatment, 
that any book, instrument or other device which can aid him should be most weleome. 
The publishers have done well to produce this work in the form of a sturdy handbook 
that may be kept in the same cupboard with the bottles, syringes and other vital supplies 
that keep the diabetie alive and well. It should be a weleome addition to the catalogue 
of medical literature for the laity. 

Methods of prenatal and infant care have changed rather radically in the past quarter 
century; the appearance of new books for the expectant mother has more than kept 
pace with these changes. So also has the development of schools and classes in every- 
thing from infant feeding to “ planned parenthood.” To say that Miss Zabriskie’s book 
fills any specific need would be an exaggeration; neither, however, is it by any means 
without value. All sorts of people have babies; probably there are many more in 
proportion who are too ignorant to get much benefit from books than there are who 
ean. And by the same token, these very people are the ones who most need to learn 
how properly to eare for mother and child both pre- and post-natally. Into the hands 
of such parents, the obstetrician could very well place such a book as this, which makes 
a minimum of demand upon the intelligence of the reader, yet puts its clear and accurate 
information and advice across in a manner to command respect. Miss Zabriskie is to be 
congratulated on one point; she has had the courage to put boldly into print some vital 
matters that have too often been sidestepped by other writers on the same subjects. 
The inclusion of photographs of the incomparable teaching models of seulptor Abram 
Belskie’s Birth Series is a master stroke, for these combine in a manner entirely unique 
a high degree of artistry with complete physiologic accuracy. 


13 Diabetic Care in Pictures; Simplified Statements with Illustrations Prepared for the Use of the 
Patient, Helen Rosenthal, B.D.; Frances Stern, M.A.; and Joseph Rosenthal, M.D. 150 pp., 137 illus. (4 in 
color). J. B. Lippincott Company, Philadelphia, Pa.; 1946. Price $2.00. 

14 Mother and Baby Care in Pictures. Louise Zabriskie, R.N. 203 pp., 229 illus., 7 tables. J. B 
Lippincott Company, Philadelphia, Pa.; 1946. Price $2.00. 
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The honor and prestige which have come to be associated with the name of the 
Mayo Clinie are virtually axiomatic to the medical profession today the world over. 
Any book coming from those who have held positions of authority there, may fairly be 
presupposed likewise to be authoritative. Such a work is the study of Peripheral 
Vascular Diseases,'!® just published by Dr. Edgar V. Allen and two associates there, 
together with a long list of distinguished contributors. 

In their preface, the authors state, “This book has two goals: to aid the physician 
who must care for patients with peripheral vascular diseases and to provide information 
for the student who is more interested in historical development, physiology, pathology 
and methods of investigation... . it is our hope that this book may be considered a 
base for future research rather than a satisfying goal.” It is “affectionately dedicated ” 
to the memory of George Elgie Brown whose original idea it was and who was working 
upon the outline for it only two days before his death. 


Any text on some specific and limited division of medical science such as this, must, 
of necessity, be abstruse and exhaustive, and should, to be of value, be exceptionally 
scholarly. That these are true of the present work, is obvious even to the most cursory 
observation. The contained material gives evidence of being the result of much intensive 
effort and research over a considerable period by a highly competent group of workers. 


Physically, the book is well arranged and exceptionally well illustrated. Individual 
chapters have been prepared by specialists in the subdivisions they cover. Each chapter 
is headed by a list of the topies treated therein, and followed by an extensive bibliog- 
raphy. Some chapters are prefaced with a picture of some famous pioneer in the special 
field, with a brief historical note for its legend. The illustrations are of several types, 
photographs, both monochrome and colored, roentgenograms, microphotographs, infra-red 
photographs and drawings. There are also many charts and graphs. An index of sixteen 
pages seems adequate; a good point here is the inclusion of references to pictures as well 
as to the text. 

As a reference work either for the general practitioner or the specialist, this book 
is recommended. 


When compared with other similar texts which have appeared in the past several 
years, Dr. Manuel G. Spiesman’s new handbook, Essentials of Clinical Proctology,'® gives 
an impression of being both over-simplified and ‘“‘ padded.” The included material, all 
of which certainly is “ essential,” is, nevertheless, apparently the result of what might 
be termed a screening process, that was a little too thorough. 

The author states in his foreword that the included material was the outgrowth of 
a series of lectures on various phases of proctology given to classes of graduate and 
undergraduate students. For the latter, the material would doubtless be valuable; for 
the former, much of it is slightly too elementary—unless, of. course, it is to be referred 
to by the graduate physician strictly as a refresher on fundamentals. 


The physical format of the book is, in most respects, excellent. The text is well 
arranged, divided and subdivided, with adequate headings and in a logical manner. The 
illustrations are good as far as they go, but should have been much more numerous. A 
final chapter on diet is really excellent. This is followed by a page-long list of reference 
texts, mostly standard, but well-worth mentioning. There are no fovtnotes. The index 
is adequate. 


15 Peripheral Vascular Diseases. Edgar V. Allen, M.D., Nelson W. Barker, M.D., and Edgar A. Hines, 
Jr., M.D. 871 pp., 386 illus. (7 in color). W. B. Saunders Co., Philadelphia, Pa.; 1946. 
16 Essentials of Clinical Proctology. Manuel G. Spiesman, M.D. 238 pp., 61 illus. Grune and Stratton, 
New York; 1946. 
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When considered in relation to other branches of medical science, Human Embry- 
ology '* is very young. Dr. Bradley Patten, in his new book on the subject, does not 
hesitate to state quite frankly that, even with the amount that our present day research 
has discovered, there is still much, and much of it important, which we do not know. 


Although not a physician, Dr. Patten has a most comprehensive knowledge, both 
theoretical and practical, of anatomy and embryology. From early boyhood, when he 
went on long summer collecting expeditions with his father, the late Professor of Biology 
at Dartmouth, William Patten (to whom this book is dedicated), the author has been 
intensely interested in the more obscure phases of animal development. The present 
work is the logical outgrowth of that interest. 


Although planned as a student text, and therefore—or so the author feels—somewhat 
limited in size and scope, this comprehensive work actually could take its place on the 
shelves of anyone in any way interested in the entitled subject matter, as a source of 
both information and inspiration. The literary style is concise and readable, the material 
logically arranged, and the illustrations (drawn from many sources) really magnificent. 
Each chapter deals specifically with some one system or group of organs, discussing its 
development in as much detail as is consistent with the student’s presumed ability to 
assimilate. 

The bibliography is worthy of special mention as its arrangement is unusual. In a note 
at the beginning the author says, “The major sources directly utilized in writing this 
book formed the starting point for assembling the appended bibliography. . . . I have 
tried to make it comprehensive by expanding it to include references in many fields it 
did not seem feasible to cover in the text . . . (as it is) grouped by subject and the 
titles are given in full, it should not be difficult to locate articles in the field of one’s 
special interest.” A list of “Texts and General Treatises” is given first, followed by 
lists for each chapter separately. There are more than forty pages of references. The 
subject index which follows covers nearly another forty and is complete and exhaustive. 


The fourth edition of Bradley’s excellent book on Topographical Anatomy of the Dog '* 
has been greatly improved by the introduction of new data, roentgenograms, dissections and 
diagrams. No surgeon should fail to acquaint himself with the anatomy of the dog in order 
to further his technical education in operative surgery. However, it is equally important 
that the medical man, no matter what his field of practice, should be acquainted with the 
anatomic and physiologic aspects of canine pathology. The fact that this book is in its fourth 
edition bespeaks its popularity. The arrangement of the subject matter is exceptionally 
good. The detailed descriptions of dissections, topographic anatomy and the various ana- 
tomie structures are very well arranged. Embryology has not been neglected when it has 
been of importance to the subject matter. The illustrations are exceptionally well executed 
and have much didactic value. The B N A nomenclature has been used. This reviewer, 
however, is against omitting the old terminology. A thorough index is one of the features. 
All in all a fine book, it is an indispensable euide for the student and research worker. 


17 Human Embryology. Bradley M. Patten, M.A., Ph.D. 776 pp., 446 illus. (53 in color). The Blakiston 
Co., Philadelphia, Pa.; 1946. Price $7.00. 
18 Topographical Anatomy of the Dog. O. Charnock Bradley. Maemillan Co., New York, 1943. 
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New Journal. A new medical journal 
“American Practitioner,” published by J. B. 
Lippineott Company has just made its ap- 
pearance. Its subtitle, “Shortening the lag 
between experiment and practice,” seems 
very well to express the purpose to which 
it is dedicated, as indicated both by its con- 
tents and by the statement made in a “Fore- 
word” on its Editorial page. Here it is 
stated that “it will be agreed that there is, 
at any given time, a knowledge of medicine 
and a manner of medical practice which, 
allowing for a certain latitude of individual 
judgment and belief, constitute the best 
medicine of that period. In general, this is 
reflected in the current teaching... .” 

It is to bring continuously to the active, 
practicing physician the best of both the 
newer advances and discoveries and the 
reiteration of sound, established usages, that 
this new publication proposes to devote 
itself. It is edited upon the well-founded 
assumption that the busy practitioner, the 
man who needs it most, is precisely the man 
who has the least opportunity to keep 
abreast of such matters. 

The contents of this first issue is as varied 
as the wide field it promises to cover. In- 
cluded articles range all the way from the 
clinical significance of so simple a symptom 
as hoarseness to a discussion of the relation 
of the practicing physician to child behavior 
problems. 

In format, style and general quality, the 
new journal is typical of material presented 
by Lippincott, which is to say, excellent. 
The Editorial Board includes John B. You- 
mans of Vanderbilt University School of 
Medicine, as Editor-in-Chief, with Rudolph 
H. Kampmeier, also of Vanderbilt, as Assist- 
ant Editor. There is also a distinguished 
list of Advisory and Associate Editors. The 
magazine will be published monthly. 


Second South American Congress on Neu- 
rosurgery, first mentioned in the March- 
April (1946) issue of this Journal, will be 
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held in Santiago de Chile, in April of next 
year. Dr. Alfonso Asenjo, F.R.S., F.A.C.S., 
I.1.C.8., is General Chairman. Papers to be 
presented will be divided into four general 
groups; Hydrocephalus; Histology in Brain 
Tumors (Gliomas and Paragliomas) in Rela- 
tion to Clinical Findines; Brain Abscess; 
and Other Subjects. A distinguished list of 
South American specialists has been invited 
to speak on specified subjects in the first three 
groups; the fourth was open (until Decem- 
ber 1, 1946) to all others interested. 

As this meeting is sponsored by the 
Chilean Government, the Embassies and 
Consulates of Chile have been instructed to 
grant free visas to those wishing to attend 
and to extend maximum facilities for obtain- 
ing the necessary travel permits. Negotia- 
tions are in progress to obtain special travel 
‘ates for persons wishing to attend; these 
are being handled by Wagons Lits, Cook. 
Reservations should be made as soon as pos- 
sible. Registration fee is 500 Chilean pesos 
or $18.00 (U. S.); this amount includes the 
cost of a copy of the Proceedings of the Con- 
gress. These subscriptions, as well as all 
enquiries for any other information, should 
be sent to Dr. Carlos Villavicencio, Instituto 
de Neurocirugia y Neuropatologia, Casilla 
70 D, Santiago, Chile. 


Sir Howard Florey, Nobel Prize winner in 
1945, has recently delivered a series of lee- 
tures on Penicillin in Mexico City. 


Dr. Francisco Castillo Najera, F.I.C.S. 
(Hon.), Secretary for Foreign Relations for 
Mexico, has been decorated by the govern- 
ment of Honduras with the National Order 
of Marazan. 


Prof. Pablo L. Mirizzi, F.1.C.S. (Hon.), of 
Argentina, Vice-President of the Interna- 
tional College of Surgeons, has recently 
lectured in La Paz, Bolivia; Quito, Ecuador ; 
and Mexico City, as the guest of those cities, 
on his original method of Operative Cholan- 
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giography. Dr. Mirizzi plans presently to Dr. Alejandro Ceballos, President of the 


visit the United States for the same purpose. 
Dr. Mirizzi also presided over the annual 
Congress of the Argentinian Association of 
Surgery which took place in Buenos Aires 
in September of this year. He has also 
been designated professor extraordinary of 
the National University of Mexico and cor- 
responding member of the Mexican Society 
of Gastroenterology. 


Dr. Domingo Prat, F.I.C.S. (F.), President 
of the Society of Surgery of Uruguay, pre- 
sided over the Third Inter-American Con- 
gress of Surgery which took place in Monte- 
video, Uruguay, from October Ist to 6th, 
last. 


Prof. Dr. Estrellita Lins, F'.I.C.S., served 
as Vice-President, under the Presidency of 
Prof. Dr. A. Austregesélo, President of the 
National Academy of Medicine of Brazil, for 
the First Inter-American Medical Congress, 
which took place in Rio de Janeiro during 
September of this year. Dr. Carlos Martinez 
Duran, F.I.C.S., Reetor of the University of 
San Carlos of Guatemala, officially repre- 
sented the Guatemalan Government. This 
gathering was held under the auspices of 
the President of the Brazilian Republic, Gen- 
eral Enrico Gaspar Dutra. 


Dr. P. Blanco Gasperi, of Caracas, Vene- 
zuela, has been elected President of the Vene- 
zuelan Society of Surgery, with Dr. Carlos 
R. Travieso, F.I.C.8S., as his Secretary. 


Dr. Gustavo A. Uruchurtu, F.I.C.S., has 
been elected Senator from the state of 
Sonora, to serve in the Mexican National 
Senate. 


Dr. Miguel Leuzzi, F.I.C.S., who is asso- 
ciated with Dr. Benedito Montenegro, F.I. 
C.S., Director of the School of Medicine of 
Sao Paulo, Brazil, is studying at the Mayo 
Clinic, Rochester, Minnesota. 


Medical Society of the General Hospital 
of Mexico. The following Members of the 
International College of Surgeons have been 
elected corresponding members from their 
respective countries: 
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Argentinian Chapter, 

Dr. Felipe F. Carranza, President of the 
International Committee on Cancerology, 
LC.S., 

Dr. Alejandro J. Pavlovsky, National See- 
retary of the Argentinian Chapter, 

Dr. Atilio J. Costa, 

Dr. Enrique St. Loup B., President of the 
Bolivian Chapter, 

Dr. Enrique Hertzog, 

Dr. Ugo Pinheiro Guimaraes, President of 
the Brazilian College of Surgeons, 

Dr. Alfredo Monteiro, President of the 
Brazilian Society of Medicine and Surgery, 

Dr. Arnaldo de Moraes, 

Dr. Felix de Amesti, 

Dr. Enrique Raventos B., of the Institute 
of Cancer of Santiago de Chile, 

Dr. Alfonso Asenjo, 

Dr. Francisco Grana, International Presi- 
dent-Eleet, I.C.S., 

Dr. Domingo Prat, National Regent for 
Uruguay, 

Dr. Salvador Cérdoba, and 

Dr. Domingo Luciani. 


Brazilian College of Surgeons. Dr. Manuel 
A. Manzanilla, F.I.C.S. (Hon.), International 
Vice-President of the International College 
of Surgeons; Dr. Francisco Fonseea, F.I.C.S. 
(Hon.), National Secretary of the Mexican 
Chapter, I.C.8.; and Dr. Miguel Lépez 
Esnaurrizar, F.1.C.S. (Hon.), National Re- 
gent for Mexico; were elected correspond- 
ing members of the Brazilian College of 
Surgeons. Dr. Manzanilla has also recently 
been elected an honorary member of the 
National Academy of Medicine of Buenos 
Aires, Argentina. 


Dr. Rafael Angel Calderén Guardia, F.I. 
C.S. (Hon.), former President of the Repub- 
lic of Costa Rica and former International 
Vice-President of I.C.S., who has been visit- 
ing for some time in the United States, has 
returned to San José. 


Dr. José M. Urrutia, F.1.C.S., Director of 
the Military Hospital of Cordoba, Argentina, 
has been appointed Director of the Faculty 
of Medicine of the National University of 
Cordoba. 
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Dr. Ugo Pinheiro Guimaraes, F.I.C.S., 
President of the Brazilian College of Sur- 
geons, has been appointed Director of: the 
Faculty of Medicine of the National Uni- 
versity of Brazil. 


Venezuela. His Excellency, Division Gen- 
eral Manuel Avila Camacho, President of 
Mexico and Fellow Honoris Causa of the 
International College of Surgeons ;, together 
with Dr. Francisco Castillo Najera, F.1.C.S. 
(Hon.), Secretary for Foreign Relations of 
Mexico; have received the Order of Miranda 
from the government of Venezuela. 


Dr. Enrique St. Loup Honored. Prof. Dr. 
St. Loup, F.I.C.S., President of the Bolivian 
Chapter of I.C.S. and member of the Inter- 
national Board of Trustees, was offered the 
post of Director General of Health of the 
Republic of Bolivia. However, Dr. St. Loup 
modestly declined this honor, suggesting in- 
stead that it be offered to Dr. Nestor Salinas 
Aramayo. 


Authors planning to submit papers to the 
Journal for publication, should be sure to 
read the ‘‘General Information’’ page, for 
NEW editorial requirements. 


Nous prions les auteurs désireux de soumit- 
tre des articles destinés a étre publiés dans le 
“‘Journal of the International College of 
Surgeons’’ de relire attentivement les recom- 
mandations publiées sous la rubrique ‘‘Gen- 
eral Information’’ page. 
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Dr. Shen Honored. Dr. J. K. Shen of 
China, a member of the Board of Trustees 
of the International College of Surgeons, 
has been made a member of the Interna- 
tional Health Conference which concluded 
its meeting in New York City on July 22. 
Sixty nations signed the constitution of the 
new World Health Organization. 


Noted British Editor Joins Board of Quarterly 
Review of Obstetrics and Gynecology 


Washington, D. C. The Washington Institute of 
Medicine has just announced the addition to the 
Editorial Board of the ‘‘Quarterly Review of Ob- 
stetrics and Gynecology’’ of Professor James Young, 
D.S.O., M.D., F.R.C.S. (id.), F.R.C.0.G., of London, 
England, internationally known both for his dis- 
tinguished clinical achievements and for his authori- 
tative editorship of ‘‘The British Journal of 
Obstetrics and Gynecology.’’ 

His collaberation, together with the editorial com- 
mentaries contributed by the twenty-eight other 
members of the board, will provide a concensus of 
eurrent thought and practice among authorities in 
the field. His editorial skill will further enhance the 
value of the ‘‘Quarterly Review of Obstetrics and 
Gynecology,’’ notable, since its first appearance (in 
1936, under the name, ‘‘Obstetrics-Gynecology Sur- 
vey’’) for the authoritative guidance it provides in 
these fields. 


Los autores que dessen enviar articulos 
para su publicacién en el Journal, deben con- 
sultar la pagina de ésta revista dedicada a 
“‘Informacién General’’, para conocer los 
NUEVOS requerimientos editoriales. 


ABTOpbl, HaMepeBalolllneca NOCAaTb CTa- 
TbH 28 nyO6AMKaunH B MKypHaje, LOM KHbI 
o6s3aTeAbHO MpOYNTaTb CTpaHHuy OOWHxX 
cpeleHHi (General Information), a10- 
WlytO HOBbIe peakTOpcKue TpeOoBanna. 
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Concepto Anatomoquirurgico Paratiroideo * 
POR EL DR. MANUEL A. MANZANILLA, F.I.C.S. (Hon.) 
VICEPRESIDENTE INTERNACIONAL 
MEXICO, D. F., MEXICO 


N 1880 tiene lugar el descubri- 

miento anatdmico de las parati- 

roides por Sandstrom.’ ingle 
describe en 1864 una degeneracion quis- 
tica de todo el esqueleto, relacionada 
con las paratiroides.*, Kn 1891, Reck- 
linghausen da a conocer su primer tra- 
bajo, estudiando las osteitis fibrosas a 
deformantes, las osteomalacias y las 
‘arcinomatosis osteoplasticas* y hace 
la primera descripcién de la osteitis 
fibrosa generalizada, osteodistrofia fi- 
brosa generalizada, enfermedad que 
lleva su nombre o enfermedad de Kngel- 
Recklinghausen, si ha de darse crédito 
a la proposicién de Kienbock.* 

Kl interés que despierta la descripcién 
de Recklinghausen se convierte en motor 
y estimulo para el estudio del hiperpara- 
tiroidismo croénico espontaneo, para- 
digma de la enfermedad. En _ 1904, 
Askanazy observa por vez primera la 
existencia de un tumor paratiroideo, en 
un individuo con osteopatia distroficé 
generalizada.’ A continuacién Erdheim, 
a proposito del raquitismo espontaneo 
de las ratas, formula en 1906 esta hipo- 
tesis: la hiperplasia paratiroidea es un 
fendmeno compensador determinado por 
la excesiva pérdida orgénica de calcio. 
A su vez, Schlagenhaufer en 1915 y de 
nuevo Hoffheinz en 1925, formulan la 
hipétesis contraria: el tumor parati- 
roideo es la causa primitiva de la afec- 
cién ésea.* 7 

*Presentado a lo V Asamblea Internacional del 


Colegio Internacional de Cirujanos. Lima, Pera, 
Marzo 24-27 de 1946. 


A Mandl se debe la demonstracién de 
que el tumor paratiroideo es primitivo 
y causante de las alteraciones dseas.* 
Basado en la hipétesis de Krdheim, in- 
tenta inttilmente la opoterapia y el 
injerto paratiroideos en un enfermo de 
osteodistrofia fibrosa generalizada, pero 
ante el fracaso resuelve intervenir en 
busea de un eventual tumor paratiroideo. 
Kil 80 de julio de 1925 extirpa un tumor 
paratiroideo de 25x 15x12 milimetros, 
en el area inferior izquierda detras del 
tiroides, que el examen histolégico re- 
vela ser un adenoma, y proporciona asi 
la prueba, puede decirse experimental, 
del tratamiento quirtirgico de la osteo- 
distrofia fibrosa generalizada. Mandl 
ha relatado recientemente la interesan- 
tisima evolucién de este caso, que en 
virtud de presentar de nuevo el cuadro 
patolégico en septiembre de 1932, vuelve 
a operar el 18 de octubre de 1933, sin 
encontrar esta vez tumor alguno, lo- 
grando extirpar solamente dos parati- 
roides intratiroideas; el enfermo no 
acusa mejoria y sucumbe en febrero 
de 1936, no encontrandose en la autop- 
sia tumor o tejido paratiroideo, a pesar 
de haberse efectuado una cuidadosa 
biuqueda .° 

Kl hecho patente para Mandl, después 
de su primordial paratiroidectomia, fué 
la notable mejoria obtenida: desapari- 
cién de los dolores é6seos, calcemia y eal- 
ciuria considerablemente mas _ bajas, 
mayor opacidad é6sea en los roentgeno- 
gramas, ete., lo que desde luego hizo 
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considerar que el tumor paratiroideo 
obraba en la osteodistrofia fibrosa cual 
una disfuncién, en la propia forma que 
el tumor hipofisiario en la acromegalia. 


CONSIDERACIONES PARTICULARES 


No eaben en este trabajo amplias con- 
sideraciones sobre la patologia del hiper- 
paratiroidismo ni sobre el cuadro clinico, 
cuya sintomatologia ha sido tan bien 
resumida por Schelling." Mucho se ha 
discutido sobre la fisiopatologia de las 
paratiroides y las enfermedades del 
esqueleto, sobre la relacién de las mis- 
mas con diversos estados morboso; algo 
se ha especulado asimismo en varios 
aspectos fisiopatolégicos, invocando in- 
terrelaciones simpaticoparatiroideas vy 
relaciones entre otras glandulas endo- 
erinas y paratiroides. La extensi6n del 
asunto y la indole del presente trabajo 
vedan la exeursién en campo tan dila- 
tado, por lo que me concretaré tnica- 
mente a algunos hechos capitales y fuer 
de discusién, derivados fundamental- 
mente de la ya clasica experiencia de 
Mandl, muy importantes para la cirugia 
del hiperparatiroidismo. 

Las paratiroides en caso de hiperpara- 
tiroidismo son ordinariamente sitio de 
un tumor benigno o maligno, adenoma 
benigno en la mayoria de las veces,” 
que interesa una de las glandulas, pudi- 
endo las otras estar algo hiperplasicas 
o no estarlo del todo; en unos cuantos 
casos el adenoma ha sido encontrado 
multiple, interesando independiente- 
mente dos, tres o aun cuatro parati- 
roides; Hoffheinz y Bergstrand dieron 
a conocer una observacion de las cuatro 
paratiroides, y Schmorl y Molineux 
otra de tres grandes adenomas para- 
tiroideos e hiperplasia de la cuarta para- 
tiroides.* Se han citado algunos casos 
de hiperplasia difusa con hiperparati- 
roidismo sin encontrar ocasionalmente 
neoplasma.”* 
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Muchos de los tumores paratiroideos 
dados a conocer son benignos, pues el 
paratiroadenoma en conexié con osteo- 
distrofia generalizada es benigno, pero 
se han citado casos de tumores malignos, 
senalandose recientemente el nimero de 
21 en la literatura médica.44 Sin em- 
bargo, de conformidad econ Crotti, si 
aplicamos el criterio preciso de maligni- 
dad, invasion de la cépsula y estructuras 
vecinas, metastasis distantes y recu- 
rrencia, muy pocos de dichos tumores 
se clasificarian como malignos.’? De 
acuerdo con los hallazgos correspon- 
dientes, los paratiroadenomas pueden 
ser intra o yuxtatiroideas (paraestru- 
mas), en ocasiones aberrantes, asimismo 
intratoracicos;°® la situacién aberrante 
de las paratiroides puede hacerlos in- 
accesibles a la accién quirtrgica.”® 

Se ha hablado mucho sobre la tetania 
postoperatoria, pero se tiene la expe- 
riencia de que no acontece severamente 
ni privando al individuo de tres para- 
tiroides, como en el caso clasico de 
Mandl; se considera evidente que debe 
existir, en alguna parte del organismo, 
cierta cantidad de tejido paratiroideo 
activo.? La extirpacién amplia de tejido 
paratiroideo normal, a pesar de reducir 
grandemente la actividad paratiroidea, 
no modifica en modo alguno el trastor- 
nado metabolismo calcico, dado que el 
determinismo patolégico radica original- 
mente en el tumor paratiroideo. 


PROBLEMAS Y DIFICULTADES 


Kl tratamiento del hiperparatiroi- 
dismo es desde luego quirtrgico, pues la 
roentgenoterapia, salvo contadas opi- 
niones, no ha fomentado esperanzas, ni 
en las extraordinarias circunstancias de 
existir contraindicacién operatoria, ni 
ante el fracaso operatorio por im- 
posibilidad de encontrar el tumor. La 
cirugia debe enfrentarse al hiperpara- 
tiroidismo, bien se trate de la en- 
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fermedad de Recklinghausen, de las 
llamadas formas mixtas o de transfor- 
macion Paget-Recklinghausen, o de los 
reumatismos hipercaleémicos, estos muy 
discutidos por lo que toca al hiper- 
paratiroidismo. 

La cirugia del hiperparatiroidismo 
presenta problemas y dificultades, que 
en muchas ocasiones se suman. Entre los 
problemas pueden citarse la preparacion 
conveniente para el diagnéstico correcto, 
la interpretaciOn adecuada de la fisio- 
patologia glandular y la necesaria disci- 
plina para la identificacién paratiroidea. 
Las dificultades se refieren a la distribu- 
cién anatémica bastante amplia de las 
paratiroides, que pueden existir en 
numero no conocido y en areas distintas 
o distantes de la vecindad tiroidea. El 
desarrollo embriolégico de las parati- 
roides permite explicar el hallazgo no 
raro de las mismas fuera del area y 
situacién ordinarias: paratimicas,” in- 
tratimicas,'” mediastinales,’® ete., lo que 
determina, en caso de tumor parati- 
roideo, que los problemas y dificultades 
se sumen. 

La resolucién de los problemas y el 
estudio de las dificultades reviste ex- 
tensos y numerosos aspectos, entre los 
que seguramente destaca el del nimero 
y distribucién anatémica de las para- 
tiroides, como uno de los mas impor- 
tantes para el cirujano, quizas el de 
mayor importancia para actuar quirir- 
gicamente. Dado el interés de las in- 
vestigaciones anatémicas con fines al 
conocimiento de dicho aspecto, una 
investigacién sobre el particular fué 
iniciada por mi distinguido maestro 
doctor Dario Fernandez Fierro y con- 
tinuada por mi, sobre 22 cadaveres de 
adultos en el Hospital General de 
México, practicando los exdmenes histo- 
légicos de comprobacién mi distinguido 
condiscipulo doctor Ignacio Gonzalez 
Guzman. 
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ANATOMIA SISTEMATICA 


En el hombre existen cuatro parati- 
roides, dos superiores, mediales 0 acceso- 
rias (paratiroides IV) y dos inferiores, 
laterales o principales (paratiroides 
III), que morfol6gicamente representan 
las internas y externas de los mamiferos. 
Embriolégicamente, las paratiroides in- 
feriores proceden de la porcién dorso- 
craneal de la IIT bolsa branquial y a su 
vez las paratiroides superiores de la IV 
bolsa branquil, siendo el desarrollo de 
los bosquejos paratiroideos absoluta- 
mente independiente de la organogénesis 
del tiroides. 

Las paratiroides, recubiertas de una 
sutilisima capsula fibrosa propia, son 
lenticulares, redondeadas, ovales o reni- 
formes, globulosas o aplanadas, de con- 
sistencia blanda, de coloracién vinosa o 
moreno amarillenta, con dimensiones 
medias en las inferiores de 6 x 4 x 2 mili- 
metros, segin Berkeley, pudiendo ob- 
servarse variaciones de 3 a 15 mili- 
metros ’® y hasta una longitud de 2 
centimetros, segtin Lorin,’ siendo las 
paratiroides superiores de menores 
dimensiones; Welsh sefiala dimensiones 
de 6a7x a 4x1 a2 milimetros, con 
promedio de peso de 0.035 gramo y pesos 
extremos de 0.01 a 0.10 gramo.” 

Las paratiroides inferiores se sitian 
generalmente junto a la cara lateral del 
lébulo tiroideo, cerca del borde posterior, 
en la unién de los tercios medio e in- 
ferior, préximas a la rama terminal de 
la arteria tiroidea inferior, como si cada 
una colgara de uno de los ramitos vascu- 
lares, encontrandose normalmente el 
nervio recurrente laringeo a 1 o 2 centi- 
metros hacia adentro de las mismas; su 
situacién puede ser mas alta o encon- 
trarse bajo el polo inferior tiroideo. Las 
paratiroides superiores se sitian gene- 
ralmente en la unién de los tercios 
superior y medio del borde posterior 
tiroideo, elevandose en ocasiones por 
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encima del polo superior tiroideo, des- 
plazandose hacia fuera o situandose 
entre el tiroides y la traquea.’’ Se ha 
dicho que las paratiroides son por lo 
comun satélites del borde posterior de 
los lébulos tiroideos. 

Diversos anatomistas han precisado 
que la arteria tiroidea inferior da una 
ramita denominada arteria paratiroidea, 
destinada a ambas paratiroides inferior 
y superior. Halsted, refiriéndose a la 
penetracion vascular de las paratiroides 
por el hilio glandular, ha dicho que la 
paratiroides cuelga de su pediculo como 
una cereza de su pedtnculo. Leriche 
sostiene como hecho notorio que la cir- 
culacién paratiroidea es del tipo termi- 
nal y que la arteria paratiroidea propia 
de cada glandula procede de la arteria 
tiroidea inferior. 

Las paratiroides mejor visibles por 
su volumen y situacién son las rela- 
cionadas intimamente con una rama o el 
tronco de la arteria tiroidea inferior. 
Folliasson las describe entre ia rama 
interna de la arteria tiroidea inferior y 
la comunicante longitudinal posterior 
que une las arterias tiroideas superiores 
a inferiores,"! enecontrandose situadas 
regularmente en la proximidad del borde 
inferior del lébulo tiroideo, sobre su 
cara posterior, entre la caépsula propia 
y la fascia tiroidea.** ** *4 


La descripcion clasica es la que ante- . 


cede, pero se aceptan anatédmicamente 
variaciones numericas, anomalias cons- 
tituidas por defecto 0 por exceso y 
localizaciones diversas, caracterizadas 
estas por lugares de eleccién que se con- 
sideran en tres grupos, a saber: tiroideo, 
traqueal y timico. Se citan asimismo 
razones embriolégicas, que explican el 
posible descenso de las paratiroides al 
mediastino, pudiendo desplazarse del 
cuello hacia la porcién superior medias- 
tinal anterior o posterior. 
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VARIACIONES ANATOMICAS 


Grosser y Getsowa han sefalado res- 
pectivamente, que de la II y de la IV 
bolsa branquiales se puede originar tam- 
bién tejidos paratiroideo, que perma- 
neceria independendiente de las glandu- 
las principales, lo que justificaria la 
existencia constante de tejido parati- 
roideo accesorio. La concepcidn anaté- 
mica sistematica de dos paratiroides 
superiores y dos inferiores dista de ser 
exacta o: constante, 70 por ciento de los 
casos para Valeanyi y para Welti, 90 por 
ciento segtin Pepere.* 

Crotti, trabajando con Stilling, en- 
contré eu 75 ecadaveres frescos lo si- 
guiente: 4 veces una paratiroides supe- 
rior duplice y la inferior dtplice, 32 
veces dos paratiroides, 26 veces tres, 11 
veces cuatro, 2 veces ninguna, pero en 
ambas observaciones negativas com- 
probo en la regién posterointerna del 
tiroides, la presencia de tejido con carac- 
teristicas celulares paratiroideas en la 
grasa y tejido areolar. Por otra parte, 
las paratiroides pueden encontrarse mas 
numerosas que normalmente; Harvier, 
Thompson y Harris encontraron cinco, 
Schaper y Berkeley seis, Getzowa siete, 
Zuckerkandl ocho y Erdheim doce.”® 

La posici6n o situacién de las parati- 
roides puede variar, manteniéndose las 
variaciones dentro de ciertos limites de- 
finidos y observandose con menor fre- 
cuencia en las superiores. Las parati- 
roides humanas so encuentran fuera de 
la capsula fibrosa del tiroides, parati- 
roides externas, adheridas_ estrecha- 
mente en ocasiones, pero no hay duda 
de que pueden existir introtiroideas, 
paratiroides internas;** Wellbrock les 
asigna el 8 por ciento de frecuencia en 
1,056 bocios extirpados en la Clinica 
Mayo, Cunéo y Blondin estiman su pre- 
sencia en el 1 por ciento de los casos.*8 
Millzner describe las paratiroides si- 
tuadas en la superficie anterior del 
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tiroides en el 10 por ciento de los casos” 
y asimismo no son excepcionales las 
paratiroides interiores para Bérard, 
Lahey, Pool, Walton, ete. Welsh designa 
como paratiroides posteroinferiores a 
las paratiroides superiores encontradas 
sobre la cara posterior del tiroides, en 
relacién inmediata con la misma y a la 
altura 0 poco mas cerca del tercio medio, 
denominando a su vez _ paratiroides 
anteroinferiores a las _ paratiroides 

inferiores. 

Respecto a las diversas posiciones de 
las paratiroides inferiores, Walton las 
distingue asi: I posicién, vecina ala 
arteria tiroidea inferior, delante de la 
fascia tiroidea; II posicion, sobre la 
arteria tiroidea inferior, posteriormente 
a la fascia tiroidea, visibles solamente 
por la superficie posterior o después de 
la division de la fascia; II posicion, una 
o dos paratiroides podrian ser intra- 
tiroideas, situacidn normal en el perro 
pero rara en al hombre. 

Welti distingue a su vez a las para- 
tiroides inferiores en yuxtatiroideas del 
polo inferior o distantes, 59.3 por ciento 
yuxtatiroideas, 25.4 por ciento pretra- 
queales y 13.5 por ciento recurrenciales. 
En fin, paratiroides en posiciones ect6- 
picas aberrantes pueden también existir 
intratimicas, en el conectivo mediastinal 
superior, ademas del tejido paratiroideo 
accesorio seflalado por varios y la posi- 
ble existencia de células paratiroideas 
ectopicas mencionada por Crotti. 


INVESTIGACION PERSONAL 


Mi investigacion personal en cadaveres 
fué conducida técnicamente en forma 
sistematica, basada en la informacién 
anatOmica ya sabida y el conocimiento 
quirtirgico de los problemas y dificul- 
tades inherentes a la exploracion y bis- 
queda de las paratiroides, procediendo 
como expongo a continuacion. 

Incisién en corbata de Kocher, como 
si se tratara de la tiroidectomia; a con- 


MANUEL A. MANZANILLA 


759 


J. INTERNAT. 
COLL. SURG. 


tinuacion diseccion bilateral del esterno- 
cleidomastoideo, separandolo del ecter- 
nohiodeo y el omohiodeo; incisién medial 
de los esternohiodeos, desde el cartilago 
tiroides a la horquilla esternal; seccién 
transversa bilateral del esternohiodeo y 
el esternotiroideo, como algunas veces 
en la tirodectomia. 

Expuesta la glandula tiroides, explo- 
racion atenta de su superficie anterior, 
capsula y surcos, pues sabemos que en 
esta pueden hallarse paratiroides, situa- 
cién rara que no hemos encontrado, ni 
como manifestacién posible de parati- 
roides originalmente lateral desplazada 
por crecimiento tiroideo. Después biis- 
queda bilateral de las paratiroides in- 
feriores, tomando como referencia la 
arteria tiroidea inferior y siguiendo el 
trayecto de sus ramas terminales; con- 
ducta similar para las paratiroides su- 
periores, con la arteria tiroidea superior 
y sus ramas terminales. 

Hecha la busqueda lateral tiroidea en 
ambos lados, continuar la misma bila- 
teralmente, diseecando hacia arriba y a 
los lados del tiroides, hacia arriba del 
polo tiroideo superior hasta el limite 
superior de la laringe, lateralmente y 
hacia atras hasta encontrar la vaina 
carotidea en el paquete vasculonervioso 
cervical, esto es, lateralmente al eje 
traqueoesofagico-laringofaringeo, lo que 
permite explorar la vaina carotidea, el 
esOfago y sus relaciones con la traquea; 
Norris ha hecho referencia sobre la posi- 
ble inclusion de tejido paratiroideo den- 
tro de la vaina corotidea.” 

A continuacion, seguir bilateralmente 
la diseccion hacia abajo, a la base del 
cuello, primero en la porcién superior 
del mediastino dorsal o posterior, lo 
que no ofrece dificultad porque es posi- 
ble visién directa, después en la porcién 
superior del mediastino ventral o an- 
terior, hasta donde sea en la propia 
forma posible, tratando de identificar 
y seguir siempre pediculos vasculares 
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que se dirijan a la porcién superior 
mediastinal. 

Dado que el mediastino anterior no 
puede ser accesible a la visién directa 
por la incisién cervical, en los casos en 
que la bisqueda asi lo requiere, pro- 
ceder a dicha exploracién con remocién 
cutanea mediana desde la fosita o hueco 
parcial del peto esternocostal. Incision 
supraesternal, o desde la incision cervi- 
‘al, hasta nivel del tercer espacio inter- 
costal; seccién mediana de la fascia pre- 
traqueal arriba de la horquilla esternal 
y su despegamiento de la cara posterior 
del manubrio, continuado hacia abajo 
para rechazar lateralmente la pleura y 
permitir el corte esternal sin lesion vis- 
ceral; seccién mediana esternal desde 
la horquilla hasta nivel del tercer 
espacio intercostal, al que se extiende 
la seecién uni o bilateralmente; la sepa- 
racion o setraccién lateral adecuada 
ofrese suficiente exposiciOn para ex- 
plorar lo que interesa del mediastino 
anterior, de conformidad con lo ya ex- 
puesto antes sobre posibilidades de 
situaciOn paratiroides. 


HALLAZGOS Y CIRCUNSTANCIAS 


Kn los 22 cadaveres examinados se 
efectud sistematicamente la exploracién 
cervical, agregandose en cinco ocasiones 
la exploracién directa del mediastino 
anterior, previa remocién parcial del 
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peto esternocostal, a saber: un caso en. 


que la exploraci6n cervical result6 nega- 
tiva, habiendo resultado también nega- 
tiva la exploracién mediastinal; tres 
‘asos en que habiéndose identificado un 
solo nédulo cervical se procedié a la 
exploraciOn mediastinal directa, resul- 
tando negativa en uno e identificandose 
nodulos en los otros dos, de estos en 
uno un nédulo pretimico introcapsular y 
uno preauricular derecho y en el otro 
solamente un nddulo paratimico, todos 
paratiroides; un caso en que se encon- 
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traron cervicalmente diez nédulos, todos 
paratiroides. 

De los 22 cadaveres se _ retiraron 
81 nédulos considerados macroscépica- 
mente como paratiroides, que de con- 
formidad con el informe histolégico 
correspondiente agrupo asi: 


Paratiroides, estructura en io general 


MPIMISSUIRIL Soe od Corse put oitueh ete aia sso 52 
Paratiroides, estructura lobulillada.... 7 
PND MESREHURININION! sig.4:s sipie's sins aia sa prose 18 
No reconocible por su profunda altera- 

OT ES Seine a hy AI ae ker Ay EN aT 3 
No se pudo congelar y cortar......... 1 


De los citados 81 nédulos resultaron 
59 paratiroides y 18 no paratiroides, 
mas 4 que no fué posible identificar o 
estudiar histol6gicamente, de manera 
que en 77 nédulos estudiados se hallaron 
76.62 por ciento de paratiroides y 23.37 
por ciento de no paratiroides. Respecto 
a los 18 nédulos comprobados no para- 
tiroides, se obtuvo lo ciguiente: 

Tiroides ... 
Linfoglindulas .. . 
Grasa infiltrada de tejido linfoide.... 


ROOM GUNA! Yo DUASE 6 56650504 6000 6:6 560s 2:0 
Let VS NPS ea rey or ee ae Ae 
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Bajo la nominaci6én comin de no para- 
tiroides he agrupado los datos con- 
signados, debiendo sefalarse en este 
23.387 por ciento general porcentajes par- 
ticulares, que en orden de frecuencia 
serian 38.88 por ciento tiroides, 33.33 por 
ciento linfoglandulas y 27.77 por ciento 
nodulos constituidos por grasa  infil- 
trada de tejido linfoide, conjuntivo y 
grasa y grasa solamente. No hay duda 
que el error mas comin es confundir los 
tejidos tiroideo, linfoglandular y adiposo 
con paratiroides auténticas, tanto en el 
cadaver como en el vivo, no obstante 
el sugestivo estudio de Folliasson, en 
que busca precisar la disposicién de 
los lébulos de grasa que siguen a las 
ramificaciones de la arteria tiroidea 
inferior.” 

Sobre la informacién numérica de los 
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nodulos obtenidos cabe mencionar lo  pequenio y aplanado, con istmo muy 


siguiente : 

Identificacién macroseépica de cuatro 
nodulos cervicales por cadaver en el 
63.63 por ciento del total examinado, 
porecentaje que se reduce tedricamente 
al 48.75 por ciento, teniendo en cuenta 
el nimero de nédulos comprobados his- 
tolédgicamente como paratiroides. 

Exploracién absolutamente negativa 
en un cadaver. 

Identificacién de un solo ndédulo cer- 
vical por cadaver en tres casos, todos 
paratiroides. 

Hallazgo de diez nédulos cervicales en 
un cadaver, todos paratiroides. 

Desde luego que al hablar de impor- 
tancia numérica, cuyos datos por minu- 
ciosa que haya sido la exploracién y 
busqueda no escapan absolutamente al 
error personal, hay que recordar la 
razonable opinién de MacCallum que, al 
ocuparse de la ausencia, digamos apa- 
rente, de las paratiroides, concluye que 
el numero de las mismas se encuentra, 
como regla, en proporcién directa de la 
paciencia y persistencia del anatomista 
investigador.*» * 

Respecto a la situacién de las 59 para- 
tiroides comprobadas histolégicamente, 
56 fueron cervicales y 3 mediastinales 
anteriores ; en lo que atane a las diversas 
posiciones result6 lo siguiente: 


Inferiores yuxtatiroideas latero- 


BAU TLIO oso Says Sei 0 80 vos 20 (33.89%) 
Inferiores yuxtatiroideas polares 6 (10.16%) 
Superiores yuxtatiroideas pos- 

TOTOMIATOINAION .2. 6 wc cicses. 16 (27.17%) 
Superiores yuxtatiroideas po- 

MERI iis 55 rina sis eislh-e oi eueieis esis 5 ( 8.47%) 
Aberrantes cervicales paratra- 

IGBAEM ys Vode arninisis G0 aiste-4 430 9 (15.25%) 
Aberrantes mediastinales ante- 

Cs (oa ee ae ee Ramee seer ares 3 ( 5.08%) 


Ya he mencionado el hallazgo de diez 
paratiroides cervicales en un cadaver, 
observacién muy importante por lo poco 
comun. Se trat6 del cadaver nimero 19, 
en que encontré lo siguiente: tiroides 


estrecho; en la lado izquierdo, una 
paratiroides inferior yuxtatiroidea su- 
praistmica; en el lado derecho, dos 
paratiroides yuxtatirotraqueales, tres 
paratraqueales a medio centimetro de 
distancia de las precedentes, y a un 
centimetro mas de profundidad otras 
cuatro paratraqueales. 

Debo agregar haber encontrado en un 
vadaver una paratiroide inferior iz- 
quierda duplice. No debo de omitir, 
asimismo, que la observacién indica 
alguna frecuencia de paratiroides en 
situaciones simétricas. No se hicieron 
particulares observaciones y anotaciones 
del volumen y peso de los diversos 
nodulos obtenidos, por no_ interesar 
especificamente. 

CONCLUSIONES Y RECOMENDACIONES 

Kis un hecho indiscutible que el trata- 
miento del hiperparatiroidismo es qui- 
rurgico, sin entrar en discusién alguna 
sobre las indicaciones terapéuticas abso- 
lutas o relativas, particulares o gene- 
rales, de las entidades patolégicas euyos 
sintomas clinicos, variantes en grado y 
formas quimicas, podrian reconocerse 
dentro del cuadro  hiperparatiroideo. 
Sin embargo, la accién quirirgica pre- 
senta problemas y dificultades, a que ya 
me referi sucintamente con anterioridad, 
destacandose entre estos como de pri- 
merisima importancia quirtrgica, el 
conocimiento del nimero y distribucién 
anatomica de las paratiroides, conoci- 
miento indispensable para integrar el 
necesario concepto anatomoquirtrgico 
paratiroideo. 

Gran importancia tiene desde el punto 
de vista quirtrgico la variabilidad nu- 
mérica y topografica paratiroidea, dada 
nuestra ignorancia sobre la cantidad 
actual de tejido paratiroideo y la que 
pudiéramos dejar en caso de interven- 
cién operatoria, esta tltima remanente 
a funcionalmente hipertrofiada por dina- 
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mica de compensacion. Esta ignorancia 
recalea la imposibilidad evidente de ase- 
gurar resultados postoperatorios pre- 
cisos, mas 0 menos duraderos, en hecho 
a la disminucion funcional paratiroidea, 
todo lo cual tiende a convertir la para- 
tiroidectomia en una intervencion de tipo 
en ocasiones impreciso, en una operacion 
ciega como ha afirmado alguien que tal 
vez no se encuentra equivocado. 

Si en verdad hubiera que atenerse 
exactamente a lo consignado en las des- 
cripciones anatémicas, no hay duda que 
la exploracién quirtrgica paratiroidea 
tendria que ser considerada bien dificil 
o mucho mas dificil de lo que es en reali- 
dad. Aun el hallazgo de nédulos en los 
sitios paratiroideos conocidos no basta, 
sino que debe recurrirse a la comproba- 
cién histolégica sistematica, de acuerdo 
con lo expresado por Pepere, que la sola 
busqueda macroseépica no autoriza a 
hablar de eventuales faltas numéricas 
del aparato paratiroideo, sin haber exa- 
minado antes microscdpicamente los 
nddulos que se encuentran en las re- 
giones indicadas; yo agrego sobre el 
particular, sin haber agotado ademas la 
exploracién y bisqueda en todas y cada 
una de las regiones en que pueden o 
podrian encontrarse paratiroides, de 
conformidad con su _ origen embrio- 
légico y los desplazamientos cervico- 
mediastinales inherentes al mismo. Los 
hallazgos y circunstancias que ya he 
expuesto, referentes a mi investigacion 
personal son prueba concluyente del 
aserto, por el valor que tienen como 
hechos y por las apreciaciones que su 
comparacion puede brindar. 

De todo esto podria pensarse que es 
bien dificil 0 imposible la exploraci6n 
quirtirgica y la bisqueda paratiroidea 
consiguiente. Donati ha expresado al 
respecto que, sin embargo, algunas nor- 
mas del conjunto de los conocimientos 
anatémicos derivan para el cirujano, que 
debera distinguir los casos en que se 
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puede presumir la existencia de tumor 
paratiroideo y aquellos en que parati- 
roides normales o de volumen poco su- 
perior deben ser objeto de la busqueda, 
pudiendo limitarse en estos tltimos a la 
busqueda paratiroidea en los sitios mas 
constantes, y en tratandose de los otros 
hacer bisquedas eventuales fuera de los 
sitios ordinarios.*® Aun mas, para mi el 
concepto anatomoquirtrgico debe con- 
siderarse integralmente a la luz de la 
anatomia sistematica, hasta donde esta 
disciplina pueda ofrecer sustentacién a 
determinados fendmenos fisioldgicos, 
correlacionados como expresién fun- 
cional de modificaciones anatdmicas, 
con fines siempre intencionales a la pro- 
duccién de efectos terapéuticos. En el 
caso de ausencia anatomica paratiroidea, 
desde luego aparente porque no es posi- 
ble aceptarla como real y absoluta, con 
mayor razon en tratandose de cuatro 
hiperparatiroideo, podria recurrirse a 
la llamada paratiroidectomia fisiolégica, 
en substitucion de la paratiroidectomia 
anatoémica, afectando la circulacién san- 
guinea de las paratiroides, mediante la 
seccién entre ligaduras de la arteria 
tiroidea inferior, tenida cuenta con 
Leriche que la circulacién paratiroidea 
se considera del tipo terminal, o que la 
arteria propia de cada paratiroides pro- 
ceda de una rama de la arteria tiroidea 
inferior. 


RESUMEN 


Se hacen breves consideraciones his- 
toricas sobre las paratiroides y el hiper- 
paratiroidismo, citando que el tumor 
paratiroideo es primitivo y causante de 
las alteraciones 6seas, de conformidad 
con la primordial experiencia de Mandl, 
de la cual derivan algunos hechos capi- 
tales y fuera de discusi6n, que se men- 
cionan muy importantes para la cirugia 
del hiperparatiroidismo. Se puntualiza 
el tratamiento quirtrgico del hiperpara- 
tiroidismo sefalando los problemas y 
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dificultades inherentes, entre estos espe- 
cialmente el del nimero y distribucién 
anatémica de las paratiroides, cuyo in- 
terés determin6 una investigaciOén sobre 
el particular. Se exponen los conoci- 
mientos paratiroideos de anatomia sis- 
tematica y las variaciones correspon- 
dientes, ocupandose de los datos obteni- 
dos por la investigacién personal en 22 
cadaveres de adultos, hallazgos y cir- 
cunstancias que se estudian, para llegar 
a conclusiones y recomendaciones rela- 
cionadas con el conocimiento y distribu- 
cién anatomica de las paratiroides, esti- 
mado de primerisima importancia qui- 
rurgica e indispensable para integrar el 
necesaria concepto anatomoquirtrgico 
paratiroideo. 


SUMMARY 


Historical considerations on the para- 
thyroids and hyperthyroidism are dis- 
cussed briefly. It is stated that para- 
thyroid tumors are primary and the 
causative agent for changes in bony 
structure, according to the experimenta- 
tion of Mandl, from which are derived 
some facts of capital importance for 
surgery of hyperparathyroidism. Surgi- 
cal treatment of hyperparathyroidism is 
discussed in detail and the problems and 
inherent difficulties are pointed out, 
among these especially the question of 
the number and anatomic distribution of 
the parathyroids, the author’s interest 
in which motivated the investigation. 
Facts concerning the parathyroids are 
set forth from the standpoint of sys- 
temic anatomy and their corresponding 
variations, based on data obtained by 
personal investigation on 22 adult ca- 
davers, and on the findings and circum- 
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stances which were studied, in order to 
arrive at conclusions and recommenda- 
tions concerning the knowledge and 
anatomic distribution of the parathy- 
roids which are of utmost importance 
to surgery and indispensable to the inte- 
gration of the necessary anatomic- 
surgical parathyroid concept. 
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Tratamiento Quirtirgico de la Colecistitis 
Aguda en el Anciano 


SEBASTIAN J. CARNAZZO, B.S., M.D., F.A.CS., F.I.C.S.* 
OMAHA, NEBRASKA, U. S. A. 


OY en dia el mundo médico se 
enfrenta cada vez con mas fre- 
cuencia con pacientes de edad 
avanzada que requieren alguna forma de 
tratamiento quirtirgico. Ein el pasado, 
como en el presente los individuos de 
edad avanzada han formado un grupo 


numeroso que en ocasiones necesita 
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Fig. 1 


urgentemente los servicios del cirujano, 
pero con éxito relativamente reducido 
debido a que a dichos individuos se les 
sujetaba a operaciones quirtrgicas se- 
rias solamente como itltimo recurso. 
Asi pues, la profesién medica se ha visto 
obligado a conceder una mayor con- 
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sideracién a aquellas condiciones, que 
son capaces de reducir el riesgo quirtr- 
gico en estos individuos. En la ultima 
década la cirujia ha experimentado un 
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Fig. 2 


notable adelanto en su aplicacién a este 
erupo de enfermos, de tal manera que 
ahora vemos diariamente a estos ancia- 
nos sujetos a procedimientos quirtrgicos 
serios, con una mortalidad sorprendente- 
mente baja. Esto es debido a un trata- 
miento pre y post-operatorio mas cuida- 
doso' e inteligente, a los progresos 
de la anestesia que ofrece una mayor 
seguridad, y al perfeccionamiento de las 
téenicas. 

En tiempos pasados, los padecimien- 
tos agudos de la vesicula biliar han 
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constituido una de las plagas mas 
comunes y han ocasionado una con- 
siderable pérdida de vidas. Mucho se 


ha eserito tltimamente acerca del ma- 
nejo de las colecistitis agudas, pero 
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Fig. 3 


haciendo muy poca referencia a los par- 
ticulares problemas que ofrecen los en- 
fermos de edad avanzada. Revisando 
la literatura nos encontramos con nu- 
merosas referencias, muchas de_ las 
cuales proponen distintos procedimien- 
tos terapetiticos y esto en muchas oca- 
siones produce considerable confusion. 

Hemos encontrado que la colecistitis 
agudas en individuos que han rebasado 
los cincuenta y cinco anos de edad no son 
sino la exacerbacién de un _ proceso 
cronico de larga duracién que ha dafiiado 
extensamente el tracto biliario. 

Hemos notado también que en el trata- 
miento de las colecistitis agudas en esta 
clase de pacientes dos son los problemas 
particulares a que ha de enfrentarse el 
cirujano. Primero, cambios sefalados 
en el tracto biliario como resultado de 
una infeccioén prolongada; segundo, des- 
Ordenes generales que son comunes en 
estos individuos. 

Estos trastornos generales a que hace- 
mos referencia son: Primero, Diabetes 
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Mellitus; Segundo, Arterioesclerosis ; 
Tercero, Nefritis erénica; Cuarto, Pade- 
cimientos cardiacos; Quinto, Hiperten- 
sidn; Sexto, Litiasis renal; Septimo, 
Pancreatitis agudas y crénicas; Octavo, 
Obesidad; Noveno, Asma bronquial, y 
Décimo, Artritis. También hemos no- 
tado que hay cierta evidencia de que 
una interrelacién existe entre estos des- 
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érdenes sistémicos y las aficciones del 
tracto biliario de larga duracioén. 

De acuerdo con nuestra experiencia 
hay una mayor incidencia de trastornos 
organicos de este tipo en pacientes con 
padecimientos biliares que en personas 
que no los presentan. Hemos podido 
notar que pacientes mayores de cin- 
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cuenta y cinco anos de edad que han 
sido operados a causa de enfermedades 
agudas de la vesicula biliar presentan 
lesiones crénicas extendidas a otras 
partes del tracto biliar y el estado 
general de sus organos y sistemas, 
mostraba signos de vejez despropor- 
cionadamente mayores a sus_ edades. 
Nos hemos visto obligados a evaluar 
el riesgo operatorio en cada _ caso 
particular y a combatir los desérdenes 
organicos antes de la operacién, de tal 
manera que todas las precauciones 
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fueron tomadas para evitar complica- 
ciones que hubieron podido aperecer des- 
qués del acto quirtirgico. Durante un 
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periodo de cuatro anos hemos operado 
cincuenta enfermos, cuyas edades fluc- 
tuaban entre los cincuenta y cinco y los 
ochenta y siete anos de edad, y sufrian 
de enfermedad aguda de la vesicula 
biliar. Este grupo const6 de treinta 
mujeres y veinte hombres. Tratando de 
precisar la duraci6n de los sintomas fué 
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dificil obtener una historia clinica satis- 
factoria en algunos, debido a la grave- 
dad de su estado; pero la mayoria de 
ellos manifest6 haber tenido sintomas de 
vesicula biliar durante muchos afios y 
en muchos de ellos el principio de los 
sintomas se remontaba a las primeras 
décadas de su vida. Intolerancia para 
comidas grasosas, indigestion, eructos, y 
regurgitaciones, nauseas y vomito, icte- 
risia, fueron frecuentemente elucidadas. 

La duracién del ataque y el tiempo 
de hospitalizaci6n estuvieron compren- 
didos entre pocas horas y varias se- 
manas. Dolor abdominal localizado en 
el cuadrante superior derecho o generali- 
zado a todo el abdomen fué el sintoma 
principal en todos nuestros casos. 
Algunos enfermos se quejaban de dolor 
irradiado a la espalda, al hombro de- 
recho, 0 atravesando el abdomen de un 
lado a otro. Distensién del abdomen fué 
perceptible en algunos, y dolor a la pal- 


NOV.-DEC. 
1946 





~~ 10 - ao ee, eee 





“—<- SEBASTIAN 
pacion en el cuadrante superior derecho 
estuvo presente en todos ellos. Algunos 
presentaron calofrios y fiebre con el 
ataque vy natisea y vomito padecieron la 
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mayoria. Algunos presentaron ictericia 
y otros dieron una historia de ictericia 
previa. Hipo, tos y disnea estuvieron 
presentes en algunos casos. Una masa 
alargada fué percibida a la palpacion en 
el cuadrante superior derecho en la 
mayoria. La temperatura durante el 
periodo pre-operatorio estuvo compren- 
dida entre noventa y ocho y seis décimos 
grados Fahrenheit a ciento cinco grados 
Fahrenheit. La presién arterial varié 
ampliamente entre ciento treinta Sis- 
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tolica y noventa Diastdélica y doscientos 
cincuenta Sistdlica y ciento cuarenta 
Diastélica. La frecuencia del pulso fué 
de setenta a ciento trienta por minuto. 
Cuentas sanguineas completas fueron 
practicadas en todos nuestros pacientes. 
La hemoglobina presenté valores de 
ochenta y cinco a cien por ciento. Las 
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cuentas de globulos rojos, de cuatro 
millones a cineo millones ciento noventa 
mil. Las formulas blaneas fueron de 
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nueve mil setecientos cincuenta a veinti- 
cinco mil seiscientos cincuenta con un 
setenta y seis a un noventa y dos por 
ciento de neutréfilos. La sedimentacién 








J. INTERNAT. 
COLL. SURG. 


globular estuvo aumentada en todos los 
‘asos y los analisis de orina revelaron 
albimina y cilindros en algunos, y 
azicar por supuesto en _ todos los 
diabéticos. Los niveles de aziticar en la 
sangre, estando el enfermo en ayunas, 
fueron practicados en todos los casos, 
y fueron obtenidas concentraciones me- 
nores de cien miligramos por ciento en 
los no diabéticos y de ciento veinte a 
trescientos cincuenta miligramos por 
ciento en los diabéticos. Las determina- 
ciones de nitrégeno de trea en la sangre 
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todos los casos dentro de 
limites normales. Las determinaciones 
de protrombina y el indice ictérico 
fueron normales en la mayoria de los 
casos con excepcién de los individuos 
ictéricos, en los que fueron encontradas 
cifras anormales. Las amilasas y 
lipasas se encontraron aumentadas en 
algunos. El colesterol fué normal en 
todos los casos estudiados. 

La radiografia simple del abdomen 
revelo la presencia, én el cuadrante su- 
perior derecho, de una zona de condensa- 
cidn y una sombra gaseosa peculiar en 
la region de la vesicula biliar en algunos 
‘rasos. La radiografia del torax demos- 
tré cierta reaccién inflamatoria en la 
base del pulmon derecho, en algunas re- 
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acciones, y la sombra cardiaca estaba 
alargada en el grupo de enfermos hiper- 
tensivos. Los estudios electrocardio- 
graficos revelaron lesiones del miocar- 
dio en algunos casos y en otras hubo 
evidencia de enfermedad coronariana. 
Ha sido un tanto dificil establecer la 
relacion entre los hallazgos del labora- 
torio y los resultados de la exploracién 
clinica porque nos hemos dado cuenta de 
que algunos de nuestros enfermos con 
perforacién no aparentaban estar tan 
graves como otros, en los que el proceso 
no era tan avanzado, por consiguiente, 
hemos de decir, que resulta dificil deter- 
minar en quienes ha de operarse in- 
mediateamente y en quienes se puede 
esperar; de tal manera que cada uno 
tuvo que ser considerado individual- 
mente; asi, esperamos a la desaparicion 
de los sintomas agudos siempre que fué 
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posible. Una vez abierta la pared abdo- 
minal, encontramos presente en todos 
nuestros casos una vesicula biliar enor- 
memente agrandada y tensamente dis- 
tendida, de paredes gruesas, de un color 
azulpurptreo, envuelta por el epiplén 
inflamado y cubierta por el célon. En 
todos nuestros casos encontramos cal- 
culos en la vesicula y el conducto cistico 
bloqueado por un caleulo de tamaio 
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respetable. En once de nuestros casos 
la perforacion habia ya ocurrido con la 
consiguiente formacién de un absceso 
sub-hepatico en dos de ellos y empiema 
de la vesicula biliar en cuatro ocasiones. 
La cavidad de estas vesiculas biliares 
estaba llena de un material verde-oscuro 
de olor fetido en algunos, y una con- 
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siderable cantidad de pus libre estuvo 
presente en la cavidad de otras. Las 
superficies serosas estaban muy con- 
gestionadas y hemorragicas. 
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Fig. 16. 


redes de la vesicula biliar estaban muy 
engrosadas y friables. Las superficies 
mucosas estuvieron gangrenosas, y ne- 
créticas en algunos casos, y de un color 
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verde subido o negro, en otras ocasiones 
Kstafilococos, Estreptococos y bacilos 


del cdlon abundaron en el liquido 
estraido de algunas vesiculas.  In- 
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mediatamente después de su entrada 
al hospital, fué hecha una _revisién 
cuidadosa de los pacientes, incluyendo 
completos estudios de laboratorio y las 
condiciones generales sistémicas fueron 
tratadas al mismo tiempo que el pro- 
ceso agudo. Pulso, temperatura, y ni- 
mero y caracter de las respiraciones 
fueron anotadas cada dos horas. Se 
administr6é6 Sulfato de morfina para 
combatir el dolor. Cuando se presen- 
taron distensién, natisea y vomité, fué 








J. INTERNAT. 
COLL. SURG. 


COLECISTITIS 
introducido un tubo de Levin en el 
estémago, a través de la nariz estable- 
ciendo la succién gastrica continua. 
Bolsas de hielo fueron aplicadas a la 
region dolorida con gran alivio del dolor 
y mayor confort del paciente. Sdlo se 
administr6é agua helada por via oral, y 
se administraron cien mil unidades de 
Penicilina en mil centimetros ctibicos de 
solucién dextrosa al diez por ciento 
en agua destilada esteril, por via intra- 
venosa, cada doce horas. Cuando hubo 
evidencia de choque, fueron propor- 
cionadas transfusiones de quinientos 
centimetros cibicos. En todos aquellos 
casos en que habia descompensacién 
cirdiaca usamos digital y en los diabé- 
ticos insulina y dietas especiales que nos 
permitieron controlar la situacién antes 
de conducir el enfermo a la sala de 
operaciones. Cinco gramos de sulfa- 
merazina sédica fueron suministrados 
por via intravenosa diariamente, por 
varios dias. Vitamina K, grandes dosis 
de acido aseérbico (un gramo) y com- 
plejo B (dos centimetros cibicos) fueron 
administradas diariamente por via in- 
tramuscular. Todos nuestros enfermos 
recibieron un buen enema, y el abdémen 
y el pecho fueron quirtirgicamente pre- 
parados. Todos los pacientes fueron 
visitados de dos a tres veces diarias y 
sus sintomas cuidadosamente revisados. 

Si a pesar de las medidas tomadas, 
el pulso y las respiraciones empeoraban 
y los sintomas no desaparecian en se- 
tenta y dos horas, el enfermo era con- 
ducido a la sala de operaciones, pero en 
caso contrario, la operacién se posponia 
para fecha mas oportuna, usualmente 
una semana o diez dias. En la mayoria 
de nuestros casos los sintomas agudos 
desaparecieron en las primeras setenta 
y dos horas incluyendo las casos de vesi- 
cula perforada, con excepcién de dos; 
un hombre de ochenta y siete afios de 
edad, cuya temperatura subié a ciento 
cinco grados Fahrenheit, y que fué 
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operado ocho horas después de su en- 
trada, y una mujer de sesenta y un aiio 
cuya temperatura se elev6 a ciento tres 
grados Fahrenheit, y que fué operada 
setenta y dos horas después del prin- 
cipio de los sintomas. 

La operacion practicada en todos 
nuestros casos fué la colecistectomia, 
con éxito post-operatorio en todos nues- 
tros casos. Somos de la opinién que la 
colecistectomia es la operacién de elec- 
cin, no solo porque mediante ella el foco 
primario de la infeccién es removido, 
sino porque también se excluye la prin- 
cipal fuente de complicaciones agudas. 
Kin nuestros casos no tuvimos mayores 
dificultades ni el higado sufrid mucho 
trauma. En uno de nuestros casos ex- 
ploramos el colédoco a causa de la 
presencia de ictéricia, pero no encon- 
tramos caleulos. La mayoria de las 
veces preferimos la anestesia raquidea 
cn ocasiones, suplementada por gas, 
eter, o pentotal sddico. 

Las incisiones practicadas fueron; la 
transversa (Fig. 1), 0 la incision alto en 
la linea media (Fig. 2), continuada hacia 
la derecha en forma radiada, porque 
hemos encontrado que este tipo de in- 
cisidn proporciona la mejor exposicién 
de la vesicula biliar y el conducto comin 
(Figs. 3, 4). Los bordes cutaneos fueron 
protegidos por grandes compresas abdo- 
minales, y el retractor abdominal auto- 
matico se colocé en posicién. A con- 
tinuacion, el cdlon fué cuidadosamente 
separado de la vesicula biliar (Fig. 5) 
y en los casos en que encontramos 
abcesos, el contenido fué aspirado (Fig. 


6). El edlon, el epiplén, el duodeno, y 
el est6mago fueron cuidadosamente 


rechazados con compresas abdominales 
(Tipo).. Una pequenia compresa humeda 
fué colocada en la porcién posterior del 
abdomen en la region del hiato de Wins- 
low. El higado fu étambién cuidadosa- 
mente cubierto con compresas abdomi- 
nales ; la vesicula biliar apresada con las 
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pinzas de Allis y un trocar pequefio se 
introdujo a través de su pared para 
evacuar todo el contenido liquido (Fig. 
6). De esta manera el tamano de la 
vesicula queda reducida. La abertura 
fué inmediatamente cerrada con una 
pinza curva; el Amula apresada con una 
pinza larga, y el conducto cistico (Figs. 
7, 8,9) y su arteria quedaron expuestos 
(Figs. 10, 11, 12). El colédoco qued6é a 
la vista; el conducto cistico y su arteria 
prensados y cortados, y la vesicula biliar 
removida de abajo hacia arriba (Figs. 
13, 14). La arteria cistica (Fig. 15) y el 
conducto (Figs. 16, 17, 18) quedaron 
ligados con algodén, y al mismo tiempo 
la hemorragia del mufion, fué controlada 
por medio de compresas calientes. Se 
introdujeron dos drenajes ‘‘ Penrose’’ en 
la bolsa de Morrison, y dos fueron colo- 
eados en la regién del conducto cistico. 
Dos gramos de sulfanilamida y dos de 
sulfatiasol fueron espolvoreados en la 
eavidad peritonial en la regién del 
munon, y en la regién del conducto cis- 
tico. Todas las gasas fueron contadas, 
el epiplén colocado en su sitio y al célon 
se le permiti6 caer en su posicién nor- 
mal. Kl peritoneo miusculo y fascia 
fueron cerrados con sutura doble con- 
tinua, con cadgut del nimero dos. La 
fascia, reforzada con una doble sutura 
con cadgut de nimero dos, y la herida 
limpiada con eter. Por ultimo, se cerré 
la piel con algédon. 

Durante la operacién todos los pa- 
cientes recibieron por via intravenosa 
ya sea solucién de dextrosa al diez por 
ciento en agua destilada, o una trans- 
fusion de sangre o plasma. Antes de que 
los pacientes fueron retirados de la sala 
de operaciones se les administr6 un 
centimetro cibico de Metrasol o Coro- 
mina, la misma dosis fué repetida cada 
quince minutos por cuatro veces. Hici- 
mos esto con el propésito de mejorar la 
respiracion y prevenir la atelestasia del 
pulmon. 
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Un sif6n gastrico colocado inmediata- 
mente tan pronto como el paciente es- 
tuvo en cama, manteniéndolo por varios 
dias. Hasta que el tubo de Levin fué 
retirado, nada, excepto agua, fué per- 
mitida por via oral. Se suministraron 
mil centimetros cubicos de solucién dex- 
trosada al diez por ciento, con cien mil 
unidades de Penicilina, por via intra- 
venosa y repetidas cada doce horas por 
varios dias; ademas, veinticineo mil uni- 
dades de Penicilina administradas intra- 
muscularmente, cada tres horas durante 
seis or siete dias. Se hicieron transfu- 
siones de sangre de medio litro el dia 
de la operacion y se repitieron tan fre- 
cuentemente como fué necesario, pare 
la prevencién del choque, y para rem- 
plazar la sangre que se perdié durante 
y después de la operacién. Para con- 
trolar el dolor usamos Morfina, o De- 
merol. También establecimos drenaje 
continuo de la vejiga urinaria mediante 
un cateter conectado a una botella al 
lado de la cama. Para la prevenci6n 
de flebotrombosis, embolismos, y atele- 
ctasias pulmonares, se recomendaron 
ejercicios con los dedos, los pies y las 
piernas, y ejercicios de respiracién pro- 
funda. Fué administrada, por via intra- 
muscular, una 4mpula de un centimetro 
cibico de Prostigmina al uno por dos 
mil, cada cuatro horas, por diez veces 
como un antiespasmddico vascular y 
para favorecer la contraccién del in- 
testino delgado. Tiosulfato de sodio o 
Tetrathion al diez por ciento, diez centi- 
metros ctbicos, por via introvenosa 
diariamente, como anticoagulante hasta 
que el paciente estuvo de pie. Se les 
proporciono un gramo de acido ascoér- 
bico por via intromuscular, diarimente, 
para favorecer la cicatrizacién de la 
herida, y continuado por via oral tan 
pronto como se retiré el tubo de Levin. 

Los ecardiacos fueron digitalizados y 
los diabéticos recibieron insulina y dieta 
especial tan pronto como fué posible. 
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Permitimos a nuestros pacientes sen- 
tarse en la cama al dia siguiente de la 
operacion, y en una silla al tercero o 
cuarto dia. Del quinto al sexto dia se 
les permitié dar pequefos paseos. Esto 
lo hicimos para prevenir la debilidad 
que siempre ocurre cuando individuos 
ancianos se hallan confinados en la cama. 
El tubo de Levin fué retirado usual- 
mente al tercer dia después de la opera- 
cién y se les permitid un enema lim- 
piante el mismo dia. El dia que se 
retiré el tubo de Levin, el enfermo re- 
cibié una dieta liquida que gradualmente 
fué aumentada a dieta normal. Nuestros 
enfermos recibieron también multi-vita- 
minas tres veces al dia antes de las 
comidas durante varias semanas 0 meses. 
Las suturas fueron retiradas al cator- 
ceavo dia, y la herida estaba completa- 
mente cicatrizada en un mes 0 en seis 
semanas. Se presentaron algunas com- 
plicaciones pulmonares, cardiacas, uri- 
narias y de la herida operatoria, pero 
todas fueron controladas. 

El tiempo de hospitalizacién promedio 
fué de dos semanas a un mes. Todos 
nuestros enfermos estuvieron en condi- 
ciones de regresar a su vida habitual 
en dos meses y ninguno ha tenido re- 
currencia de los sintomas hasta la fecha. 

Kista pequefia serie de cincuenta casos 
de enfermedad aguda de la vesicula bi- 
liar en enfermos de edad avanzada es 
nuestra contribucién a la cirujia geria- 
trica. Por supuesto que la prevencién 
de este problema esta en operar a los 
enfermos de colecistitis aguda a su de- 
bido tiempo cuando en las primeras dé- 
eadas de su vida presentan sintomas 
suficientes, y si lo que nosotros pen- 
samos es correcto, la incidencia de 
muchos desérdenes organicos generales 
puede ser reducida. 


CONCLUSION 
Primero: La colecistitis aguda ocurre 
con suficiente frecuencia en individuos 
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mayores de cincuenta y cinco aos para 
que este problema sea _ considerado 
especialmente. 

Segundo: En este caso de enfermos 
y ataque de colecistitis aguda debe ser 
considerada como la exacerbacién de un 
proceso cronico de larga duracion. 

Tercero: Hemos encontrado que la 
incidencia de desérdenes organicos gene- 
rales es mayor en individuos con enfer- 
medad de la vesicula biliar. 

Cuarto: Los ataques de colecistitis 
aguda en individuos mayores de cin- 
cuenta y cinco alos requieren considera- 
cién quirtirgica urgente y cuidadosa. 

Quinto: Las particularidades y exten- 
sion del problema clinico, el empleo de 
terapetitica quirtiirgica adecuada pero 
radical, y el tratamiento de los desér- 
denes orgéanicos generales deben ser 
llevados a cabo cuidadosamente. 

Sexto: Con un tratamiento pre y post- 
operatorio cuidadoso, anestesia segura y 
gran atencién a la técnica operatoria, 
estos individuos pueden ser operados 
con wun poreentage de  mortalidad 
reducido. 

Septimo: La _ colecistectomia es la 
operacion de eleccién, Nosotros la prac- 
ticamos en todos nuestros casos con 
excelentes resultados. 


CONCLUSIONS 

First: Acute cholecystitis occurs with 
sufficient frequency in individuals over 
59 years of age, so that this problem 
must be given special consideration. 

Second: In our series of cases an at- 
tack of acute cholecystitis must be con- 
sidered as the exacerbation of a chronic 
process of long duration. 

Third: We have found that the inci- 
dence of general organic disorders is 
greater in individuals with a disorder 
of the bile duct. 

Fourth: Attacks of acute cholecystitis 
in individuals over 55 years of age re- 
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quire urgent and careful surgical 
consideration. 

Fifth: The peculiarities and extent 
of the clinical problem, the use of ade- 
quate but radical surgical therapy, and 
the treatment of the general organic 
disorders must be carried out with great 


care. 


La Revista del Colegio Internacional 
de Cirujanos es una catedra abierta. 
Sus paginas sirven como medio de ex- 
presién para cirujanos que tienen un 
mensaje valioso para otros en su campo. 

Los Editores de la ‘‘Revista’’, por 
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Sixth: With careful pre- and postop- 
erative treatment, safe anesthesia and 
great attention to operative technic, 
these individuals can be operated upon 
with a lowered percentage of mortality. 

Seventh: Cholecystectomy is the oper- 
ation of choice. We practice it in all our 
cases with excellent results. 


consiguiente, recibiran con agredo para 
publicacion todo material que pueda ser 
de interés a aquellos enrolados en cual- 
quien rama del amplio campo de la 
cirugia, sean o no miembros del Colegio 
Internacional de Cirujanos. 








Noticias y Anuncios 





Peru: La Academia Peruana de Cirugia 
rindié homenaje al Prof. Dr. Francisco 


Grafia, F.I.C.S. (Hon.), con motivo de su 
eleccién para Presidente del Colegio Inter- 
nacional de Cirujanos. Se llevaron a cabo 
dos importantes actos, uno en el Hospital 
Obrero y el otro en la propia Academia; el 
primero tuvo carater clinico y fué ofrecido 
por el Superintendente del Hospital Dr. 
Guillermo Almenara, presenténdose diversos 
travajos quirtirgicos por distinguidos colegas 
del Hospital; el segundo fué una solemne 
ceremonia que presidié el Ministro de Salud 
Publica y Asistencia Social Dr. Julio Ernesto 
Portugal, F.I.C.S. (H.C.) habiendo ofrecido 
el homenaje el Presidente de la Academia Dr. 
Francisco Villa Garcia, F.I.C.S., y hecho 
uso también de la palabra el Prof. Dr. 
Fortunato Quesada, F.I.C.8S., a nombre de 
la Academia Nacional de Medicina, asi como 
el Dr. Carlos Alberto Protzel, F.LC.S., y 
el Dr. José Vélez Diez Conseco, F.I.C.S., 
a nombre del Hospital Dos de Mayo y del 
Hospital Obrero, respectivamente. El Prof. 
Grania pronuncié un elocuente discurso de 
agradecimiento y el acto terminéd con 
efusivas palabras del Ministro de Salud 
Piiblica y Asistencia Social. 

La Academia Peruana de Cirugia ha 
rendido tambien homenaje en honor del Prof. 
Dr. Miguel G. Aljovin, F.I.C.S. (Hon.), en 
solemne ceremonia que tuvo lugar en Lima. 


Argentina: Nuestro distinguido colega 
Prof. Dr. Oscar Ivanissevich, F.I.C.S., ha 
sido designado Embajador de la Argentina 
en los Estados Unidos de América. 


Venezuela: Fallecié el distinguido colega 
Prof. Dr. Antonio J. Castillo, F.I.C.S. 
(Hon.), que fué Rector de la Universidad 
Central. Su _ triste desaparicién ocurrid 
pocos dias después de su XXV aniversario 
profesional. Nuestro pésame muy sentido. 

Nuestros distinguidos colegas Dr. P. 
Blaneo Gasperi, F.I.C.S., y Dr. P. A. Gutié- 
rrez Alfaro, F.I.V.S., celebraron reciente- 
mente su XXV aniversario profesional. 


México: El Prof. Dr. Gonzalo Castafieda. 
.L.C.S. (Hon.), distinguido Presidente del 
Capitulo Mexicano del Colegio, ha publicado 
recientemente una nueva obra titulada 
“Tdeario Clinico.” 

Ingresaron recientemente a la Academia 
Mexicana de Cirugia nuestros distinguidos 
colegas Dr. Héctor Ramirez de Arellano. 
F.1.C.S., y Dr. Mario Vergara Soto, M.I.C.S. 

Han sido elegidos por la Academia 
Mexicana de Cirugia, como Académicos 
Correspondientes Extranjeros, nuestros dis- 
tinguidos colegas Prof. Dr. Ugo Pinheiro 
Guimaraes (Rio de Janeiro), Prof. Dr. 
Antonio Rodriguez Diaz (Habana) y Prof. 
Dr. Domingo Prat (Montevideo). 
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Aunouncement 


Pursuing the mandate of the House of Delegates of the United States Chapter of 
the International College of Surgeons, whereby the officers of the United States Chapter 
were charged with purchasing a home in Chicago for the Chapter, the officers are 


pleased to announce that the 


Home and Library 
of the 
United States Chapter 
of the 


Juternational College of Surgeons 


will he permanently located at 
1516 Lake Shore Drive 
Chicage, Illinois 


The building purchased is known as the Blair mansion, and is one of the most famous 
structures on the ''Gold Coast'' of Chicago. It is a four-story edifice eminently suited 
to the purposes of the home and library of the Chapter, and when remodelled will 
offer every facility for operating the affairs of the Chapter. Further details will appear 
in the next issue. The dedication will take place during the 12th annual Assembly of the 
United States Chapter, to be held September 28, 29, 30, and October |, 1947, head- 


quarters at the Palmer House, Chicago, Illinois. 


Dr. Herbert Acuff, G.A.C.S.,F.I.C.S., President 
Dr. Louis J. Gariepy, F.A.C.S.,F.I.C.S., Secretary 














Here they meet—the experience of the surgeon—the experi- 
ence of the technicians who implement his skill. Precision is 
their meeting ground. 

Guided by years of painstaking study, the surgeon's hand 
moves true—inspired by the confidence of his training . . . by 
the accuracy of his surgical blade. 

And part of his confidence is born of the ceaseless efforts 
of A. S. R. Technicians who have devoted over 50 years to 
doing one thing right—creating precision edges worthy of the 
fullest confidence. 


A. S. R. Surgical Blades are preferred by surgeons ff Available in 9 sixes 
because of their exacting balance . . . their true sense Ff. to fit all Standard 
of “feel” blade after blade. = Surgical Handles. 





Surgeon’s Blades and Handles 


SURGICAL DIVISION, AMERICAN SAFETY RAZOR CORPORATION, BROOKLYN 1, NEW YORK 
Makers of Fine Edges for Over Half a Century 














Wrorawide use of Pentothal Sodium by military and civilian 
surgeons and anesthetists in recent years has been reviewed in an extensive store 
of literature. Nearly 800 reports since 1934 cover every phase of intravenous 
anesthesia with that agent. Result: the surgeon today has an impressive record 
of experience to guide him in the use of Pentothal Sodium—its indications 
and contraindications, advantages and disadvantages, precautions and techniques of 
administration. With such a guide, the surgeon can use Pentothal Sodium 
with more effectiveness, increased safety and greater convenience— 
factors that widen the scope of intravenous anesthesia. 
Assotr Lasoratories, North Chicago, Illinois. 
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